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Tue subject of the following notes was the daughter of a woman who 
died of consumption at the age of 28 and of a man who died of 
cancer at the age of 68. She married when she was 19 years old, 
and had a miscarriage four months later. Subsequently she had 
three children, the youngest being born when she was 32. After 
that time means were taken to prevent conception, and the patient’s 
periods were regular until March, 1901, when her age was 40. Up to 
Xmas, 1900, her health was good, but she then began to lose flesh 
rapidly. On February 17th, 1901, coitus was effected without any 
precautions against conception being employed, and the patient 
positively stated that this was the only occasion on which conception 
could have taken place. After that date a period was missed, and 
on April 9th there was a severe hemorrhage from the uterus on 
account of which Dr. Malcolm Mackintosh was consulted. After five 
* Read before the Obstetrical Society of London, December 2nd, 1902. 
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days there was another flooding, and five days later a third free 
discharge of blood occurred, large clots being passed on each 
occasion. The patient also suffered from nausea with inability to 
take food, and Dr. Mackintosh found an abdominal tumour which in 
shape and position resembled a pregnant uterus, but which enlarged 
much more rapidly than a pregnant uterus should. 

Dr. Mackintosh asked Mr. Malcolm to see the patient with him 
on April 29th. At that time she was thin, but not greatly emaciated. 
Her uterus was enlarged and of a rounded oval shape closely 
resembling that of a pregnant womb, its upper border being above 
the level of the umbilicus. Behind the cervix uteri the lower part 
of the enlarged womb felt slightly nodulated, being firmer in some 
places than in others. The cervix was hard and firm. Neither a 
foetal heart nor a uterine souffle was heard on auscultation. The 
resemblance to a pregnant uterus was obvious, but after considering 
the case in all its bearings an opinion was expressed that the patient 
was not pregnant, but that she was suffering from a soft uterine 
tumour, the removal of which was recommended. 

The patient was admitted to the Samaritan Free Hospital on the 
following day, April 30, 1901, and at Mr. Malcolm’s request, Mr. 
Doran examined her on May 5th. A uterine sound was used, and it 
went between five and six inches into the posterior part of the mass. 
Mr. Doran agreed with the diagnosis already made, and with the 
view that an operation was necessary. This examination was 
followed by some discharge of blood from the vagina, with consider- 
able pain and vomiting, and on May 7th the temperature, which had 
been normal, rose to 100°2°. Removal of the tumour without delay 
was thought necessary, but before operating Mr. Malcolm asked 
Dr. Amand Routh to see the patient with him. On May 8th 
Dr. Routh examined her, and expressed the opinion that she was 
pregnant, and that she would be delivered on that day. Mr. Malcolm 
had not examined bimanually during the previous three days, and on 
doing so he found a large soft dilated os uteri. There seemed to be 
no doubt that the woman was pregnant, and about to be delivered, 
and the change in the conditions was attributed to the passage of the - 
sound three days earlier. In the afternoon of May 8th the patient 
was very ill, with a temperature of 103°F. and a pulse of 150 to the 
minute. The temperature came down to 102° towards evening, but 
the pulse remained high, and the general condition became worse 
rather than better. It was decided to empty the uterus, and Mr. 
Malcolm asked Dr. Hamilton Bell to do this. Dr. Bell carefully 
investigated the condition and history of the patient before operating, 
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and it occurred to him that he might have to deal with a case of 
hydatidiform mole. 

At 8-30 p.m. on May 8th the patient was anesthetised, and Dr. 
Bell introduced his finger through the cervix to its full length. 
A soft mass which did not bleed very freely was felt, but there was 
no trace of membranes or of fetal parts. A small piece of the mass 
was removed by ovum forceps, and showed the characteristic small 
cysts of a hydatidiform mole. The uterus was then emptied, 
curetted, washed out and packed with gauze. The loss of blood was 
considerable, and at the end of the operation the patient’s pulse was 
so feeble that it was not possible to count it at the wrist. The 
patient’s condition was so serious that it was not considered advisable 
to scrape the cavity of the uterus at the right cornu so thoroughly 
as was desired, and the wall seemed to be left rather thicker than it 
should be at that part. At this time there was no suspicion of the 
presence of any abnormal condition outside the uterus. 

When the patient was put to bed the temperature was 99°4°F., 
and the heart was beating 150 to the minute. Her condition rapidly 
improved, however, after a hot water rectal injection and a hypo- 
dermic injection of strychnia were administered. In the night, 
about 2 a.m., the temperature rose to 102°2°F., and the pulse con- 
tinued very high, but both gradually came down, and by 9-30 o’clock 
next morning the temperature was 98°4°, and the pulse 110. In the 
evening of the 9th the temperature rose to 100°4°, and the pulse was 
as high as 130 to the minute, but both were lower on the morning 
of the 10th. On that morning, at 11 a.m., the plug was removed 
from the uterus, and a douche of creolin solution was ordered. The 
temperature rose to 103°8° in the evening, and the patient complained 
of headache. The temperature fell to 100°4° at noon on the 11th, 
and rose again to 101°2° at 9 pm. At midnight the patient had a 
severe rigor, lasting 18 minutes; the thermometer registered a 
temperature of 107°, and the pulse was very small and rapid, beating 
about 156 to the minute. By 8 o’clock a.m. on the 12th the 
temperature was subnormal, and the pulse was 90. Two hours later 
the patient was put under an anesthetic, and Dr. Bell carefully 
curetted the uterus, paying particular attention to the right cornu, 
which still seemed to have a thicker wall than any other part of 
the uterus. The patient was put to bed in a state of extreme 
collapse, with a temperature which did not raise the index of the 
thermometer above 97° in the rectum. She had a rigor lasting ten 
minutes about noon, but she soon rallied. The temperature rose to 
102° towards evening, and fell to 98°6 next morning, May 13th, when 
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the pulse beats were 90 to the minute. From this time the 
temperature did not rise above 99°2°, and it was seldom so high 
until after the next operation on May 29th, with the exception that 
on the evening of May 17th it rose to 102°, the elevation lasting 
about 24 hours, with a gradual rise and fall. This rise of temperature 
was accompanied by a good deal of abdominal pain. The pain was 
chiefly in the right side of the pelvis. It was felt soon after the first 
operation. At times the patient was quite free from it, but the pain 
came and went, and occasionally, as on May 17th, it was severe. 
The condition of the uterus also varied. Sometimes the right cornu - 
seemed to be much larger than it should be, whilst at other times 
there appeared to be a tender mass to the right of the uterus and 
separate from it. The patient was very weak, and required careful 
feeding and nursing, but the bowels acted well, and the discharge 
from the uterus was not unhealthy and was not great in quantity. 

The tender mass in the pelvis became gradually more distinct, 
and with a view to ascertaining its nature, and if possible removing 
it, Mr. Malcolm opened the abdomen on May 29th, Dr. Bell assisting. 
A. cystic tumour of the right ovary nearly as large as a cocoanut was. 
found, and on the left side there was a similar, but rather smaller, 
growth, the presence of which had not been suspected. The pedicle. 
on the right side was twisted, and this was the cause of the pain 
which attracted attention to the condition. The growths were 
multilocular, none of the cysts being large and their walls being very 
thin. The fluid was clear in most of them, but in some it was dark 
coloured. 

The uterus was big and flabby, and not quite of the same 
consistance throughout. As the cause of this was doubtful it was 
decided to remove the body of the uterus, but to leave the cervix, 
which had always seemed healthy. On cutting across the uterine. 
tissue two abnormal parts were exposed. It was thought that these 
might be inflammatory in origin, but they also looked like focci of 
new growth, and on the suspicion that they might be neoplasms, as 
Dr. Lockyer has shown them to be, the cervix also was taken away. 
The peritoneum was brought together so as to exclude the raw 
surfaces from the peritoneal cavity, and a gauze drain was put in the 
vagina. The patient was much collapsed after this operation, but, 
as before, she quickly rallied. It required very great care in 
nursing to maintain her strength, but the abdominal condition never 
gave any trouble from a surgical point of view. The temperature 
rose to 100°8° on the day after the operation. In two days it was 
below 100°, and it did not rise above that degree afterwards. A bed 
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sore developed and delayed convalescence, but it gradually healed, 
and the patient left the hospital on July 8th, forty days after the 
last operation. 

Since then she has steadily improved in health. On April 4th, 
1903, she wrote that she was able to attend to her household duties, 
her appetite was good, she slept well, and her general health seemed 
perfect. She said that in September, 1902, “two stitches came 
away. There had been a discharge for a few weeks previously, but 
not afterwards, neither had there been any pain, and there was very 
little inconvenience.” 

The patient was seen and examined by Mr. Malcolm on June 
20th, 1903. All the parts within the pelvis seemed quite healthy. 
The bowels, the kidneys and the bladder gave no trouble. A 
specimen of urine was drawn off by catheter, and the Clinical 
Research Association reported that the sp. gr. was 1013, reaction 
acid, sugar absent. There was a decided trace of albumen. The 
deposit was normal in amount, and consisted of numerous calcium 
oxalate crystals and a little mucin with a very small number of 
hyaline casts and an occasional red blood disc. The only note made 
of the condition of the urine when the patient was in hospital states 
that there was no albumen, but a specimen examined in 1892 showed 
a trace. 

It hardly seems credible that the ovarian growths in this case 
could have been present during the whole of the time the patient 
was under observation and were not detected by any of those who 
examined her. We know, however, that the left ope existed, although 
its presence was not suspected before the abdomen was opened, and 
it is fairly certain that both were overlooked until the twisting of 
the pedicle on the right side made the cystoma on that side tense 
and tender. From what is known of the growth of uterine malignant 
tumours associated with pregnancy, it is hardly likely that malignant 
disease of the uterus existed before the woman became pregnant; and 
there seems no reason to doubt her assertion that conception occurred 
on the 17th of February, 1901. But she also distinctly stated that she 
was losing flesh at Christmas, 1900, and therefore it is highly 
probable that the ovarian tumours existed before that date. The 
twisting of the pedicle was a most fortunate complication of 
the case, as it led to the operation and the removal of the uterus 
apparently before the malignant disease extended beyond that organ. 
It seems certain that but for this early operation the course of the 
disease would have been one of steady development and extension, 
with deposit of secondary growths outside the uterus and terminating 
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in the death of the patient. As there is no evidence of recurrence 
after two years, as the origin of this form of malignant disease is 
so local, and as its growth when unchecked is usually very rapid, 
it seems permissible to hope that a permanent exemption from 
recurrence may have been secured. If possible the patient will be 
kept under observation, and it is hoped that a report of her condition 
may be made to the Society on a future occasion. 

The following account of the pathological conditions and 
references to the literature on kindred cases have kindly been 
furnished by Dr. Cuthbert Lockyer :— 

The specimen consists of the entire internal genitalia, viz., the 
uterus, Fallopian tubes, the broad ligaments, and two ovarian cysts. 
The uterus is divided just above the level of the internal os into two 
portions; these, after being united and the organs fixed, give the 
following measurements :—From fundus to external os 9cm., from 
cornu to cornu 7em.; the wall of the corpus uteri is 2cm. thick, that 
of the cervix measures lem. in thickness. The body of the uterus 
before hardening was remarkably pale, soft and flabby. The incision 
which has divided the uterus transversely, reveals the presence of two 
small reddish-yellow areas more or less circular in outline, the one 
measuring 5em. in circumference and the other lem. (see Plate ii). 
These areas are situated midway between the mucous and peritoneal 
coats, in the centre of the muscular tissue of the uterine wall. On 
shaving off two transverse discs from the upper free surface of the 
lower half of the uterus, it is found that these nodules extend for one 
centimetre downwards in the direction of the cervix. Their lower 
limit reaches practically to the level of the os uteri internum, but 
they do not invade the cervix. To the naked eye these spots resemble 
infective thrombotic areas breaking down, 7.c., there is a central red 
area surrounded by friable diffluent yellow material; the latter 
disappears on following the areas towards the cervix, and nothing 
but the central red spot remains. A further search made by vertical 
sections through the anterior wall of the body of the uterus reveals 
nothing abnormal. 

The right ovary is represented by a multilocular ovarian cyst. 
The entire cyst, together with its pedicle, which includes the 
proximal 5em. of the right tube, has a deep purple colour. The cyst 
is obtusely oval, and measures 9em. in its transverse and Tem. in its 
vertical diameter. The loculi have thin walls; some of them are 
filled with dark blood, others with clear straw-coloured fluid faintly 
stained with blood pigment. The pedicle includes the ovarian 
vessels and the uterine end of the tube. It is 3em. in thickness, and 
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the vessels within it are thrombosed. It is tortuous and shows 
evidence of twisting. The right tube measures 9cm. in length; its 
uterine end is dark and kinked in two places; its distal end is 
pale, edematous and swollen. The ovarian ligament is thickened. 
The left ovary also presents a cystic condition similar to the right, 
save that it has not the strangulated appearance of the latter. It 
consists of a congeries of thin walled cysts containing pale straw- 
coloured fluid; several of the cysts are ruptured. The tumour 
measures 8 x 7cm.; the left tube is 7cem. long, slightly thickened but 
otherwise of normal appearance. Microscopic sections have been 
prepared to show the nature of the suspicious areas in the uterine 
muscle, the character of the ovarian cyst walls, and the structure of 
the vesicular mole. The nodules in the wall of the uterus are seen 
to present the typical appearance of chorio-epithelioma. Within 
clefts between the muscle bundles can be seen wide plates and 
tortuous vacuolated bands of protoplasm studded with nuclei. 
In this elementary tissue no differentiation into cells can be seen. 
In addition there are polyhedral cells, in places tightly packed 
together and in other parts discrete. They have a clear protoplasm 
and a large nucleus which stains deeply, and are derived from the 
internal trophoblastic layer of Langhans. The tortuous bands and 
plates of undifferentiated protoplasm are derived from the external 
trophoblastic layer of syncytium of the villi. The co-existence of 
molar pregnancy and bilateral multilocular ovarian cysts in which 
no unaltered ovarian tissue is apparent, appeared to me to bea point of 
such great interest that I have endeavoured to find what evidence 
I could in German literature of records of similar cases. The result 
of this investigation is as follows :— 

Baumgart,!! of Kassel, records a case of hydatidiform mole 
complicated by the presence of two ovarian cysts, the history of 
which is given as follows: The patient was aged 22 years. She 
married in June, 1900, and on January 22nd, 1901, she was delivered 
of a vesicular mole after having missed two periods. All bleeding 
ceased for a week, but then came on again; accordingly she was 
admitted into hospital. The uterus was llem. long and thickened; 
the os easily admitted the finger. A movable cystic tumour was felt 
on either side of the uterus, each of these being the size of a fetal 
head. On April 25th, 1901, the uterus was curetted; the scrapings 
revealed interstitial endometritis, degeneration of surface epithelium 
and some isolated cystic villi, On June 8th laparotomy was 
performed; the right tumour was a cystic ovary with a twisted 
pedicle; it measured 20x 8em. The left tumour was also of ovarian 
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origin, of the same length as the right, but much broader; it had 
a long pedicle, so that the cyst reached into the hypochondrium. 
Three weeks later the patient left hospital quite well. 

Baumgart!! quotes Marchand! as saying that he has found 
hydatidiform mole and double cystic disease of the ovaries co-existant 
in many instances. I have tried to verify this quotation, but in 
Marchand’s paper the only instance of concurrent ovarian disease 
relates to a case of vesicular mole in which death occurred from 
hemorrhage; at the post-mortem examination the right ovary was 
found to contain a cyst the size of a cherry. Baumgart states that 
in the museum of the Halle clinic there is a preparation showing the 
co-existence of a hydatid mole and two ovarian cysts. 

In the American Journal of Obstetrics, Kreutzmann? gives the 
following account of a case of vesicular mole and coincident tumours 
of the ovaries. The patient was aged 28 years, 3-para. In the 
fourth month of gestation a watery sanguineous discharge was 
noticed. The general state of the patient was bad, labour-like pains 
started, the uterus rapidly increased in size and felt very elastic and 
stretched. To the right of the uterus a fluctuating tumour was felt. 
The mole was passed spontaneously, and the uterus afterwards 
curetted. The right-sided cyst burst under examination. Cceliotomy 
was performed, and each ovary was found to be the seat of a 
proliferating glandular cystoma. The patient recovered. 

Max Riinge* mentions that Grawitz, in making a post-mortem 
examination on a patient who died from nephritis a short time after 
the expulsion of a vesicular mole, found both ovaries to be the size of 
hen’s eggs, each containing many cysts filled with clear watery fluid. 

Ludwig Fraenkl,‘ in recording a case of “ extensive carcinoma of 
the uterus from the epithelium of the chorionic villi,’ mentions the 
fact that on opening the abdomen two ovarian tumours were seen 
on either side of the enlarged uterus. These proved to be multilocular 
ovarian cysts, each the size of a goose’s egg. This case of Fraenkl’s 
has so many points of resemblance to the one we are considering 
that I have abstracted it in detail :—The patient was aged 25. She 
was admitted with the history that a few days previously she had 
passed a portion of a vesicular mole after a period of two months’ 
amenorrhea, followed by menorrhagia for one month. On emptying 
the uterus of the remaining portion of the mole, thrombosis of the 
left saphena vein supervened, and the patient left hospital con- 
valescent after two months’ illness. She came to the clinic 17 months 
later complaining of colic in the pelvis and abdomen which had 
persisted for three months. On the right of the uterus a hard mobile 
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tumour adherent to, and moving with, the womb was felt reaching 
half way up to the umbilicus. This tumour soon extended to the 
navel, and was everywhere painful. Pure blood was passed “ per 
urethram,” and thereby the tumour was lessened in size. A tongue- 
like process extended from this growth deep into the pelvis beyend 
the level of the portio cervicis. This was incised from the vagina, 
and pure blood escaped. On further examination two tumours, each 
the size of a goose’s egg, were felt on either side of the large 
swelling and quite distinct from it. Laparotomy was performed. 
The larger tumour had the position and shape of a gravid uterus, 
and the two lateral growths proved to be multilocular ovarian cysts. 
These were removed, and a dusky swelling seen on the right side of 
the uterus was thought at the time to be blood-clot, and so was left 
alone. The uterus was stitched to the lower angle of the abdominal 
wound, and the rest of the parietes sewn up. The uterus was next 
incised with much bleeding. It was seen to be filled with a foul 
mass in parts resembling placental villi. This was cleared out with 
the fingers, and the bleeding stopped. A month later the wound in 
the abdomen was sewn up, but it burst open through two of the 
stitches, a sinus resulting which discharged an ichorous fluid. The 
right-sided swelling increased in size, and others formed on the left; 
blood continued to flow “ per urethram ;” several severe hemorrhages 
followed. Left occipital headache became a most distressing 
symptom, accompanied by hyperesthesia; the growth protruded 
through the abdominal fistula; the vaginal vault ulcerated in the 
vicinity of the deep pelvic tumours, and the patient died three months 
after the laparotomy. The growth was a chorio-epithelioma of the 
uterus which had invaded the bladder, parametrium and vagina, and 
had tracked upwards along the sinus leading to the abdominal 
wound. This case provides us with all the pathological points to 
which we are now directing attention, viz., a vesicular mole, 
accompanied by cystic disease of both ovaries and leading to the 
development of chorio-epithelioma. 

Poten® mentions a case of molar pregnancy in which abortion 
occurred in the second month and in which also two multilocular 
ovarian cysts were removed by laparotomy three weeks after the 
abortion of the mole. 

In the Lancet for 1840 Wilton® records a case of “ hydatids ” 
terminating fatally by hemorrhage, and says that at the autopsy 
the left ovary was found to be enlarged and stretched by hydatids. 

A study of the cases referred to, naturally suggest the question 
whether any causal relationship exists between cystic disease of the 


530 Journal of Obstetrics and Gynecology 


ovary and cystic disease of the chorionic villi? Findley’? says 
there is no proof that cystic degeneration of the ovaries has any 
influence upon cystic degeneration of the ovum; but the idea that a 
pathological tendency of the ovary may be transmitted to the ovum 
is not infrequently met with in papers on this subject. Marchand? 
says the influence of the maternal organism makes itself felt upon 
the ovum in the ovary, the latter transmitting any peculiarities it 
may possess to the developing ovum. These tendencies to disease 
show themselves during the development of the ovum in utero. He 
adds, however, “‘ whether an ovum developed in an ovary undergoing 
cystic degeneration can give rise to a vesicular mole is difficult to 
say.” There are cases on record where a full-term child has been 
born a few months after the expulsion of a vesicular mole. Such 
twin pregnancies in which one ovum develops normally and the 
other degenerates into a mole, afford an argument in favour of the 
view that the diseased ovum acquired its pathological tendencies 
whilst it was within the ovary. That ova may be primarily diseased 
seems very probable, especially when we remember the great 
tendency of glandular cells to undergo cystic and other degenerative 
changes; notably is this the case in glands undergoing the involution 
phenomena which takes place at or about the climacteric, and it is 
at this particular age that many observers have found vesicular 
disease of the chorion to be relatively most frequent, although 
Findley }? puts the period of greatest frequency between 20 and 30. 
F. A. Kehrer,’ of Heidelberg, records the ages of 50 patients who 
were the subjects of this disease, and he found that 22 per cent. 
of them were over 40 years of age. Bloch® estimates the number of 
normal births occurring after 40 years of age at 10 per cent., and 
he puts the number of molar pregnancies after that age at 28°5 
per cent. Others, including Mayer and Schréder, have drawn 
attention to the relative frequency of molar pregnancy in advanced 
age. Again, it is not difficult to suppose, in reference to the 
possibility of primary disease of the ovum, that the fertility of the 
latter may still be sufficiently intact for impregnation and the early 
stages of development to occur. 

Whatever may be the value of these suggestions as to the 
influence of the ovary in the production of vesicular disease of the 
chorion, such cases of twin pregnancy as that reported by Madame 
Boivin,® where one of the twins degenerated into a mole and the other 
lived to be a celebrated Parisian anatomist, are more easily explained 
by the ovarian theory than by Veit’s view that the endometrium is 
accountable for the disease of the fcetal portion of the placenta. The 


| 
a 
| d 
f 


‘youl jo tayo shop ty parouias 


ili 
f 
| 


= | 
| 
y 
H 


Discs of ulerine lissue removed 
atthe operation from sust above 
the internal os uter¢ and show- 
-ing the areas of Chorio-epilhe- 
-liomatous Invaston described 
in the text. 


A. Area from which mitrasechion 
was taken. 


PL 
| 


& 
4 
| 
: 
q 
g 
& 
j 


Malcolm and Bell : Hydatidiform Mole 531 


main interest of this case, however, does not lie in the fact that it 
demonstrates the co-existence of double ovarian disease and myxo- 
matous growth of the fetal portion of the placenta, but in the 
remarkable fact that three weeks after the delivery of the mole two 
distinctly separate chorio-epitheliomatous growths were discovered 
deep in the uterine muscle. In January, 1902, I demonstrated before 
this Society by a series of lantern slides the different stages by which 
the plasmodial buds and cells of Langhans’ layer trespess beyond 
their attachment to the villi, through Nitabuch’s membrane into the 
maternal portion of the placenta, and from thence into the walls of 
the uterus itself. 

The specimen exhibited to-night was the one I then employed as 
the final link in the chain of evidence proving the close association 
between hydatidiform mole and chorio-epithelioma. Plate iii. shows 
a space in the uterine muscle more or less filled by syncytium, the 
muscle around being infiltrated by round cells. Plate ii. shows the 
nodule from which the section was prepared. This case affords the 
pathological explanation of the well recognised clinical fact, that 
vesicular mole is the frequent (16 per cent. Findley) precursor of 
chorio-epithelium. The latter is only an extension of a process 
already begun in the development of an hydatid mole; in other 


words, a vesicular mole, as regards its structure and potentialities, is 
to be regarded as the incipient stage of chorio-epithelioma. Fraenkl’s 
case demonstrates what would have been the fate of Mr. Malcolm’s 
patient had not hysterectomy been performed before the malignant 
growth had time to trespass beyond the walls of the uterus. 
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SOME REMARKS ON THE METHOD OF IN- 
CISION OF THE ABDOMINAL WALL IN 
THE PERFORMANCE OF LAPAROTOMY. 


By ARTHUR J. WALLACE, M.D., Surgeon to the Hospital for 
Women, and to the Ladies’ Charity and Lying-in Hospital, 
Liverpool. 


Ir is a matter for surprise that in the literature of the country that 
claims Grieg Smith for her own so little is found bearing on this 
subject. Most of the principles that underlie it may be gleaned from 
his pages, although he himself did not take full advantage of them 
when suggesting a substitute for the venerable “ incision through the 
linea alba.” Of late years attempts at improvement have all been in 
the direction of varying the method of closing the wound, its site, 
for various reasons of convenience and of simplicity of arrangement 
combined with inconsiderable vascularity of the tissues divided, 
remaining the same. Yet this site, the linea alba, must be regarded 
as one of the weakest of the defences surrounding the abdominal 
viscera, for, as the result of physiological intra-abdominal tension— 
not necessarily frequently repeated-the normal linea alba is fourd 
expanded and thinned in a large number of parous women. This 
hint has been recognised only to be disregarded, and the weak spot 
has continued to be the site of election. 

When mass sutures were used to close the median incision they 
grasped the entire thickness of the abdominal wall and 
indiscriminately united its tissues without any regard to their 
anatomical characters. The result was a wedge of cicatricial tissue 
mortised into the abdominal wall like a tenon into a piece of wood— 
a cicatrix extending from skin to peritoneum and firmly adherent to 
all the component structures of the parietes. This wedge had to 
bear, in common with the normal constituents of the wall, its share 
of the tension caused by physiological movement, and of the strain 
and stress occasioned by exertion. No doubt at first the scar 
appeared dense and tough, but, to quote Grieg Smith, its tissue “ is 
comparatively soft and ductile.” No doubt in many cases it was 
capable of resisting for years intra-abdominal pressure and muscular 
traction, but “ stretching of the uniting scar will certainly take place 
in the end.” 

Recognition of the unsatisfactory behaviour of cicatrices result- 
ing from the use of mass sutures led to the introduction of the many 
methods of closing the median incision :— 
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1. Suturing the edges of each component layer directly to one 
another. Peritoneum, fascie, muscle and skin—each has been 

united by its own special sutures, or after sewing up the peritoneum, 

muscles and fascie have been united by common sutures. To the 

onlooker the result appears good, since the sutures as they are placed 

appear to gradually restore the parts to their normal condition. But 

it is almost impossible to obtain exact apposition of the cut fascial 

edges, because they are too thin and pliable to permit of accurate 

suturing together, and therefore inversion frequently occurs, and 

obtrusive tags of fat often become caught between the edges as the 

sutures are being tightened. Moreover, attempts to procure exact 

apposition would make too great a demand on the time that is often 

so valuable at the close of an abdominal operation, when the 

surgeon’s chief desire is to sew up the wound as quickly as possible 

and send the patient back to bed. More important still is the 

condition of the cicatrix resulting from this method. It differs in no 

respect from the cicatricial wedge left after the use of mass sutures, 

and possesses all the objectionable characteristics of the latter. It 

is a more or less solid block of tissue set in the midst of the parietes, 
with intimate connections to skin, subcutaneous fatty tissues and 
deep fascie, interfering with the mobility of each layer, and 
uninterrupted in any part of its extent by intact muscle, whilst, 
finally, it has destroyed the natural condition of this part of the 
abdominal wall. 

2. Jonnesco, after incising skin and subcutaneous tissues in the 
median line, excises the linea alba. At the close of the operation 
he sews, by means of inclusive sutures, the recti and their sheaths 
directly together. The recti are normally freely movable in their 
sheaths, and it is doubtful whether partial union in the lower 
portions of their extent can be more than temporary, since contraction 
will tend first to thin and then to produce cleavage of the connecting 
tissue. Weakened fascia only would then be left to withstand intra- 
abdominal pressure. 

3. Juvara closes the median incision by placing the inner edge 
of one rectus in front of the corresponding one of its fellow, and 
sewing them in that position, just as a double-breasted coat is 
fastened. 

Other operators have varied the site of the incision, some 
adopting an extra-median position, whilst others place their incisions. 
transversely. 

Extra-median Incisions. 1. That along the linea semilunaris. 
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Such an incision divides some of the terminal branches of the inter- 
costal nerves that supply the rectus muscle, the corresponding portion 
of which becomes paralysed and undergoes atrophy. Mickulicz has 
reported such a case, and a similar one in Czerny’s practice led the 
latter to carry out experiments on animals. The results of these 
showed conclusively that incision along the linea semilunaris was 
followed by paralysis and atrophy of the rectus, a condition which 
contributed subsequently to the development of hernia. 

2. Other operators have made extra-median incisions at varying 
distances from the middle line, over, and parallel to the vertical axis 
of the rectus. The latter is then divided (Segond), or its fibres are 
separated (Howitz, Abel). Division or separation of the muscle for 
any distance will certainly interfere with its nerve supply, and may 
provoke troublesome bleeding from branches of the deep epigastric 
artery. 

Tranverse Incisions. 1. Of transverse incisions the most 
important is that associated with the name of Pfannenstiel. Skin 
and anterior sheaths of both recti are divided transversely 6cm. above 
the pubes; the anterior sheaths are then dissected up from their 
attachments to the linea alba, above and below the line of incigion, 
the pyramidales remaining, as a rule, on the lower segment. The 
fascial edges now enclose a diamond-shaped space, the long axis of 
which is formed by the linea alba. The latter is divided vertically, 
and the abdomen opened in the same line. In closing this wound 
peritoneum and recti are each sewn up with layers of continuous 
catgut sutures, whilst fascia and skin are included in figure of eight 
silk-worm gut sutures. The fascial wound is thus protected by 
intact muscle, except at the point where it crosses the separation 
between the recti. More will be said later regarding this incision. 

2. The extensive incisions practised by Amann and Mackenroidi, 
with suture of the edge of the upper segment of anterior parietal 
peritoneum to the linea innominata, so as to shut off the upper 
portion of the peritoneal cavity and its contained viscera from -the 
lower pelvic space. To the onlooker this extensive wound appears 
unnecessary, and the subsequent occurrence of hernia almost a 
certainty, since the cicatrix must possess in a marked degree all the 
disadvantages associated with that following the vertical median 
incision. 

Characterised by thoughtful ingenuity as these procedures are, 
yet it is plain that only one of them (Pfannenstiel’s) can be followed 
by the production of an efficient cicatrix. 


The requirements 
obviously necessary in such a cicatrix are :— 
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1. Its continuity must be interrupted by the interposition of 
intact muscular fibre which shall give support to and protect fascia 
weakened by incision. 


2. The cicatrix must not interfere with the original freedom of 
movement possessed by each separate layer of the parietes. 


Such conditions can only be obtained by devoting more attention 
to the method of opening the abdomen than has been the case in the 
past. The parietal incision should be easy of performance, capable 
of being readily closed, and so planned that when closed it shall 
leave the parietes as far as possible in their original condition. 
In order to meet these conditions it must be founded upon an 
anatomical basis, and it is therefore advisable to bear in mind a few 
of the more important details of the anatomy of the abdominal wall. 


The anterior abdominal wall is formed of a musculo-aponeurotic 
sheet enclosed between skin externally and peritoneum internally, 
and separated from these investing structures by connective tissue 
layers of varying thickness. 


1. Skin. The investigations of Karl Langer showed that the 
skin fibres of the anterior abdominal wall pursue a course mainly 
transverse in direction. They sweep round from the dorsum, with a 
slightly downward tendency, towards the linea alba. In the 
epigastric region the transverse direction is very marked; in the 
lower half of the abdomen scattered oblique fibres become inter- 
spersed with those running transversely; in the umbilical region the 
fibres are arranged in a series of concentric rings, towards which 
median vertical bands run from the thorax above and the pubes 
below. When these fibres are divided at right angles to their course, 
their retraction leads to gaping of the wound, as Kocher has shown, 
whereas an incision placed parallel to their course gapes to a less 
extent, or not at all. The cutaneous cicatrix resulting from an 
incision placed at right angles tends to broaden, as is seen in the 
scar following the median incision. On the other hand, it is claimed 
that a transverse skin incision does not tend to broaden (Pfannen- 
stiel), because when the fibres are cut in a direction parallel to their 
course their natural state of tension approximates the edges of the 
wound. Asa matter of fact, a transverse skin incision of any length 
made above the symphysis pubis does gape, and its cicatrix does 
broaden, but both of these take place to a much less extent than 
in the case of the vertical incision. The gaping of the wound is all 
the more marked when there is an abundance of subcutaneous fat. 
The broadening of the cicatrices is due primarily to expansion of 
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the abdominal wall produced by physiological and voluntary 
movements. 

2. The musculo-aponeurotic layer is formed on each side of the 
middle line by:—(i.) Three large flat muscles which become 
tendinous as they sweep forwards and inwards. The tendon of the 
middle muscular sheet—the internal oblique—divides into two 
layers, the anterior of which unites with the tendon of the external 
oblique to form the anterior wall of the sheath (called hereafter 
the “anterior sheath ”’) of the rectus abdominis, whilst the posterior 
combines with the tendon of the transversalis muscle. The upper 
two-thirds (Quain) of this combined tendon pass behind the rectus 
to form the greater area of the posterior wall of its sheath (called 
hereafter, together with the structures forming the lower third, 
the “ posterior sheath ”’), whilst the lower third passes in front of 
the rectus to become ‘blended with the anterior sheath. (ii.) The 
rectus and pyramidalis muscles occupy the sheath thus formed on 
each side by the tendons of the flat muscles. The recti lie with their 
convexities close to one another from pubes to umbilicus. From 
the latter point upwards to the xiphoid process they diverge, their 
median edges being 2—3cm. distant from each other at the 
umbilical level, and 1—2cm. above this point. This space is filled 
by an aponeurosis 2—3mm. in thickness (Rotter). (iii.) The linea 
alba is formed by decussating fibres which unite the sheaths of the 
recti in the median line. It measures 2—3mm. in thickness, and, 
below the umbilicus is a line normally, being as a matter of fact 
a thickened cord denoting the direct union of the sheaths. At 
the umbilicus it expands into a flat circular space 15—25mm. in 
diameter, in the centre of which is the umbilical cicatrix. Above 
this circular space the width diminishes, but remains greater than 
below it. Repeated over-distension, as by pregnancy, leads to 
broadening of the linea alba at the expense of its thickness. The 
line is, therefore, one of the weak parts of the abdominal wall. 

The sheath of the rectus formed in the manner outlined above 
possesses anterior and posterior walls, and internal and external 
borders. The anterior wall consists usually of two stout fibrous 
lamelle, reinforced in their lower third by the combined tendon 
of the transversalis and the posterior layer of the split internal 
oblique tendon. The posterior wall is much thinner, except at its 
outer part above the navel, where the muscular fibres of the 
transversalis are prolonged into it for a varying distance. About 
sem. below the umbilicus there occurs a marked thinning due to 
the departure anteriorly of the majority of the fibres of the com- 
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bined transversalis and internal oblique tendons. A lunated edge 
with its concavity directed inferiorly is thus formed—the semi-lunar 
fold of Douglas. Below this occur one or two thinner and less 
defined arches, the sheath being completed between and below these 
by the transversalis fascia and the umbilico-pelvic fascia (Paul 
Petit), the latter passing down to join the vesical division of the 
pelvic fascia. This portion of the wall is thin and delicate, incapable 
of offering resistance, and its integrity depends on the support 
afforded by the rectus muscle. The internal border is formed by the 
angle of union of the anterior and posterior walls. Below the 
umbilicus the internal borders practically correspond to the linea 
alba. The external border is formed above by the bifurcation of 
the tendon of the internal oblique into its two lamelle, but in the 
lower third (Quain)—the lower fifth according to Testut—by the 
angle between the fascia transversalis and the tendon of the 
transversalis muscle. Immediately external to this border is the 
curved linear depression termed the linea semilunaris. It shows 
itself as a white line, and “ corresponds to a narrow portion of the 
aponeurosis of the internal oblique, between its division to form 
the sheath of the rectus internally, and the termination of the fleshy 
fibres of the muscle externally.” (Quain.) 

This fibrous sheath is perfect, except for small openings which 
give passage to vessels and nerves, of which the most important 
are :—Above, that by which the abdominal branch of the internal | 
mammary artery enters; below, on the lateral aspect, the openings 
admitting the deep epigastric artery and giving exit to its supra- 
pubic branch; posteriorly, numerous small openings for the termina- 
tions of the intercostal nerves; and, anteriorly, for their cutaneous 
branches and also for a vessel which passes through the sheath 
about three inches below the umbilicus. These vessels and nerves 
have this in common, that after perforating the sheath they are 
continued for a short distance between it and the muscle before 
entering the latter. The abdominal branch of the internal 
mammary lies so high that it is not likely to be met with. The deep 
epigastric, after passing through the transversalis fascia, crosses the 
fold of Douglas and then enters the rectus. When the posterior 
sheath is separated by the fingers from the muscle the artery remains 
attached to the latter, and does not obtrude itself in any way unless 
there has been any pre-existing inflammatory condition, although 
its pulsations may be felt if searched for. 

The terminations of the intercostal nerves course between the 
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posteriorly, as far as the outer edge of the rectus, where finally 
perforating the posterior layer of the sheath they are continued 
between it and the rectus for a short distance before turning forward 
to penetrate the muscle. In this part of their extent they occur at 
intervals of about two inches. Vertical incisions or blunt separation 
of the muscular fibres for any distance will divide at least one 
such nerve. 

A layer of cellular tissue lines the sheath, attaching the muscle 
to it, but readily permitting separation by the finger, especially 
on the posterior aspect where the loose tissue sweeps uninterruptedly 
from pubes to thorax. Anteriorly, its continuity is broken by the 
inscriptiones tendinee. There are usually three of these, one being 
placed opposite the umbilicus, another about the level of the lower 
end of the xiphoid process, and a third intermediate between them. 
When others are present, one usually occurs below the navel (Quain) ; 
this has occurred three times in my experience of forty-eight cases. 
According to Holden those on the right are a trifle larger than 
those on the left. These fibrous intersections involve only the 
superficial fibres of the rectus, and do not usually extend so far as 
its edges. A few light strokes of the knife are sufficient to divide 
the attachment. 

Study of the foregoing points leads one to the conclusion that the 
rectus muscle and its sheath must be utilised in order to obtain the 
requirements stated above as being necessary to constitute an efficient 
cicatrix. The fascial layers divided must be the anterior and 
posterior sheaths, the resulting cicatrices in which can be supported 
and protected by the intact rectus. The procedure necessary to obtain 
this is performed as follows : — 

1. The incision is made about one inch from the middle line, over 
either right or left rectus. As the surgeon usually stands on the 
right-hand side of the patient, it is more convenient to select the left 
rectus. Occasionally, the right half of the abdomen may be incised 
if more direct access to the disease—for instance, right salpingo- 
odphoritis—is thus given, but practically the point is of little import- 
ance. The sheath of the rectus must be cleanly exposed, and a vessel 
which pierces the sheath three inches below the umbilicus should be 
picked up and ligatured before division. It is necessary to ligature 
all bleeding points, as mere forcipressure is insufficient (Fig. 1). 

2. The sheath of the rectus is opened with the scalpel about three- 
quarters or one inch from the linea alba, and the opening enlarged 
vertically upwards and downwards for the required distance. The 
inner half of the divided sheath is picked up with dissecting forceps, 
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Fic. 1.—The incision has been made through skin and subcutaneous 
tissues, and the rectus sheath (of left side) opened. 


Fic. 2.—The left rectus sheath has been opened; the muscle has been 
drawn externally by a retractor, exposing the posterior sheath. The 
median segment of the anterior sheath has been picked up by means of 
three compression forceps and drawn to the right. 
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Fig. 3.—The posterior sheath and peritoneum opened. 
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Fic. 4.—Diagrammatic representation of the path followed by the 
incision. 
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and separated by means of the handle of the scalpel from the under- 
lying muscle. This is usually easily effected as far as the inner 
border where the tendinous attachment may require a touch of the 
knife to complete separation. By keeping close to the sheath one 
avoids the risk of burrowing between the muscular bundles and 
setting up troublesome bleeding. Occasionally the pyriformis muscle 
is well developed and may have a strong tendon of insertion. Once 
the handle of the scalpel has passed beyond the edge of the rectus it 
can be gently moved up and down until the opening is sufficient to 
admit two fingers, by which separation is easily completed, and a 
sweep of one finger underneath the muscle breaks down the areolar 
tissue attaching it to its sheath. The rectus is now drawn externally 
by means of a retractor, the posterior sheath being thus exposed. At 
this stage the head of the table is lowered so as to place the patient 
in the Trendelenburg position (Fig. 2). 

3. Opening the peritoneal cavity. The posterior sheath and 
underlying peritoneum are picked up between two pairs of Spencer 
Wells’ forceps an inch from the median line, and the ridge inter- 
vening between them is incised in the usual manner. As a rule this 
layer is very thin, the extra-peritoneal fat being abundant only in 
obese persons, and the median column of fat behind the linea alba is 
completely avoided. No vessels require tying. The peritoneal edges 
are now clamped carefully to those of the skin all the way round the 
wound—the retractor being withdrawn—and the operation is pro- 
ceeded with (Fig. 3). 

Enlarging the wound. This is rarely necessary, as the rectus 
muscle, freed extensively from its sheath, can easily be drawn aside 
by means of a retractor. When prolongation of the incision is 
required each layer must be separately divided. If the prolongation 
be in an upward direction, one or two of the inscriptiones tendinee 
may be encountered and can be readily severed with the scalpel. In 
order to preserve the relations of the skin and fascial incisions to the 
inner border of the rectus muscle both the former should be inclined 
outwards as the umbilicus is approached. In the same manner when 
the opening through the posterior sheath and peritoneum is being 
enlarged in the downward direction, the cut must slope outwards, 
and the bladder should be carefully guarded with the finger. To put 
the matter in a nutshell, long incisions should be slightly cresentic 
in form with the convexity directed inwards (Fig. 4). 

Method of closure. All gauze “dabs” having been removed 
from the peritoneal cavity, the intestines and omentum are re- 
arranged as far as possible, and a fresh “dab” placed to shut them 
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off from the open wound. The latter is now sutured, the method 
differing slightly acccording whether drainage is adopted or not. 
A. Without drainage of the abdomen. 

1. The forceps clamping skin and fascial edges together are 
removed and the assistant keeps the rectus out of the way whilst 
the extremities of the incision through the posterior sheath are 
picked up with forceps and as far as possible drawn externally. The 
opening in the posterior sheath is then rapidly closed with a 
continuous silk suture, beginning at the umbilical and finishing at 
the pubic end, the “ dab” being withdrawn before complete closure. 
When the opening has been so reduced that it will admit only a 
finger, my custom is to introduce the end of a short drainage tube 
and keep it in position whilst the patient is being raised from the 
Trendelenburg to the horizontal position. In this way all air 
escapes, the tube is withdrawn and closure completed. In some 
cases the posterior sheath cannot be drawn externally, and it is then 
necessary to use a handled needle. 

2. The median edge of the rectus is drawn to the middle line and 
re-attached to the inner border of the sheath by one or two sutures 
to maintain it in position. Asa rule one is enough. 

3. The anterior sheath is now closed with a continuous suture of 
fine silk. 

4. The skin edges are brought together with a continuous 
subcuticular, iodised catgut suture. This leads to the formation of 
a finely linear cicatrix, does away with suture scars, and has the 
additional advantage that there are no sutures to be removed 
subsequently (Fig. 5). 

Dressings. A loose roll of gauze is placed parallel with each 
edge of the wound, and both rolls are pressed together while two 
absorbent pads are applied over them. The binder is firmly pinned 
on, and then a flat sand-bag is placed over all and kept in position 
for twelve hours. The weight of the bag varies from six to nine 
pounds, according to the amount of fat in the abdominal wa]l—the 
greater the thickness of the fatty layers the heavier the bag. When 
first employing this incision I was not careful to ligature all bleeding 
points. Experience showed that the forcipressure sufficient to stop 
bleeding from vessels opened by the median incision was not enough, 
and that oozing subsequent to the closure of the wound led to the 
formation of subcutaneous hematomata, and in one case to the 
formation of a blood collection within the rectus sheath. Even 
after all bleeding points have been secured there is a tendency to 
oozing, but since the use of the sand-bag was initiated there has been 
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Fic. 5.—Diagram illustrating the relations of the parts after closure 
of the wound. The track of the incision is shown by black and white lines. 
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Fic. 6.—Diagram illustrating the use of a glass drainage tube. 
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no trouble from this cause. When the dressings are removed on the 
eighth day the wound is found healed, and is afterwards kept covered 
only with a piece of gauze secured in place by strapping. 

B. With drainage of the abdomen. 


1. The glass drainage tube is placed in the lower angle of the 
incision through the posterior sheath and peritoneum, and the latter 
opening is sewn up as previously described until the tube is loosely 
grasped by the unsewn edges. 


2. The rectus muscle is then replaced, and by touch the operator 
ascertains the exact part of the muscle that overlies the rim of the 
drainage tube. With blunt forceps he then separates the muscular 
fibres of this part to an extent sufficient to allow the tube and its 
attached thread to be drawn through. The inner edge of the rectus 
is attached to the inner border of the sheath, the opening in the 
anterior sheath sewn up till the tube is loosely grasped, and the skin 
wound closed, as above described (Fig. 6). 


Dressings. A roll of gauze twisted into the form of a collar must 
encircle the mouth of the tube to prevent the latter being driven 
against the structures at the bottom of the pelvis by the weight of 
the sand-bag. 


When drainage has been necessary I have usually employed a 
gauze drain passing externally per vaginam, and have only used the 
glass drainage tube in a few cases. It is not therefore possible to 
give any indication of the effects of its use on the rectus and its 
sheath, z.e., whether the muscle remains adherent to the sheath at 
the point where the tube passed through them or regains its mobility. 
So far as my observation goes the rectus appeared to contract freely 
and without dragging on the cicatrix. 


Although this procedure was independently devised two years 
ago, no claim for priority is made, investigation of the literature 
having shown that the credit of inventing the method belongs to 
Lenander (of Upsala), who practised it in 1893. In his earlier cases 
he loosened and displaced the outer edge of the rectus inwards. 
Consequently several nerves were exposed in the field of operation, 
and as a result the opening into the peritoneal cavity was 
limited. Lenander in subsequent cases therefore displaced the 
median edge of the rectus outwards after incising the anterior sheath 
from }cm. to 2cm. from the middle line, and last year I believe 
(although I am unable to find the reference) an English surgeon 
described the same method, whilst this year Monprofit detailed it iu 
France. 
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I have carried it out in 48 cases, in eight of which the right, 
and in 40 the left, rectus sheath was opened. The operations were 
performed for the pathological conditions usually found in the 
female pelvis, fibroids and carcinoma of the uterus, ovarian cystic 
adenomata, ectopic gestation, inflammatory diseases of the 
appendages, etc. In the earlier cases post-operative trouble arose by 
reason of subcutaneous oozing from vessels that ought to have been 
ligatured, and in some of these suppuration occurred, but the sheath 
of the rectus was only once involved. The method should be reserved 
for cases that are “clean” at the outset, although it has been 
employed in pyosalpinx without the occurrence of suppuration. 
Pfannenstiel has reported similar experiences with his method of 
incision, and he states that the prevention of parietal infection is 
merely a matter of protecting the parietal wound from contact with 
pus. To afford such protection is no easy matter, and there can be 
no doubt that the risk of infecting extensive connective tissue planes 
is too great to justify the employment of this incision in cases known 
to be infective before the opening of the abdomen. 

In all other cases its advantages are manifest. It is easily 
carried out, easily closed, and after closure the thick rectus muscle 
supports the wound in the posterior sheath, and protects that in the 
anterior from intra-abdominal pressure, whilst the linea alba remains 
intact. How advantageous is the method is realised when a patient 
begins to strain before the dressings have been applied. The 
contracting rectus can be felt as a firm band effectually shielding the 
anterior fascial and the skin wounds from intra-abdominal pressure. 
In one case there has been an opportunity of investigating the rectus 
and its sheath two months after the incision had been employed. In 
May of the present year bilateral ovarian cystic adenomata were 
removed, and on microscopic examination they proved to be 
malignant. The patient was re-admitted to hospital in July with a 
hard irregular swelling in the pelvis. The right sheath of the rectus 
had been opened at the first laparotomy, and the second jncision 
followed as far as possible directly in the path of the first. There 
was very little scar tissue in the subcutaneous fat, the anterior sheath 
was thickened, the rectus itself might never have been interfered 
with, and was as easily separated from its sheath as if the latter had 
never been opened. There was no trace of a cicatrix in the posterior 
sheath, nor were there any adhesions on its peritoneal aspect. In 
short, the abdominal wall was in the normal condition. So far as it 
goes this is satisfactory, but the success or failure of the method can 
only be shown after the lapse of years. Up to the present time there 
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has been no failure, even in the cases in which suppuration occurred, 
and although none of the patients have ever worn abdominal belts. 

I think the procedure is a distinct advance on the median incision, 
however the latter be closed, and as such is worthy of a more 
extended trial. 

The incision devised by Pfannenstiel is an excellent one, but it 
carries the disadvantage that the linea alba is wounded by its per- 
formance. I have, therefore, ventured to modify the method 
slightly in the eleven cases in which it has been carried out. The 
skin incision is made about one inch and a half above the upper 
border of the pubes, and is slightly curved so as to lie accurately 
in the transverse crescentic furrow, marking the upper limit of 
the pubic hair. The anterior sheaths are divided transversely, and 
severed from their attachments to the linea alba above and below. 
In doing this the knife must be kept close to the sheaths, so as 
to leave the linea standing up like a ridge between the recti. One or 
other muscle is now separated from this ridge, drawn externally, 
and the exposed posterior sheath opened in the manner previously 
described. In closing the wound the displaced rectus should be 
restored to its proper position and secured to the linea alba by a 
single suture. The anterior sheaths are now replaced and reattached 
to the linea alba by a few sutures before uniting the edges of the 
transverse cut. The skin wound is closed by the subcuticular 
continuous suture, and dressings applied as before. It is advisable 
to use a sandbag over the dressings for twelve hours. The space 
afforded is not very large, but it is sufficient to permit of the removal 
of ovarian cysts, of moderate, non-suppurative disease of the 
appendages, and of small fibroids, whilst the incision is an ideal one 
for the performance of ventro-fixation of the uterus. 
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ANTENATAL RIGOR MORTIS IN A POST- 
MATURE FCETUS. 


By KEDARNATH DAS, M.D., Teacher of Midwifery and 
Gynecology, Campbell Medical School, Calcutta. 


Mrs. X., primipara, et. 38, last menstruated about the second week 
of July, 1902. Her general health has always been good. Nausea 
and vomiting began about the middle of August, when she was in 
England, and was treated by a London physician for gastritis. The 
vomiting gradually became less, but the menstruation did not return. 
While on board, on her way out to India, a lady friend suggested her 
probable condition, which was more evident to an experienced eye. 
She made preparations for her labour, expecting confinement about 
the third week of April, 1903. There was no apparent sign of labour 
till the 7th of May, when a large quantity of liquor amnii came out 
in a gush, without any pains whatsoever and continued dribbling till 
the 13th, remaining quite sweet all the time. Quinine was given 
on the morning of 13th May. Pains started at 1 p.m. She was 
examined at 7 p.m., when the os was found two fingers’ dilated. 
Pain continued during the night, giving very little rest to the 
patient. When examined next morning there was the same two 
fingers’ dilatation. Up to this date the patient’s pulse and tempera- 
ture kept normal. Fetal movements were vigorous. Chloral was 
ordered, but the patient did not take it, as she thought it would make 
her feel sick. When next seen, at 6 p.m., her temperature had risen 
to 101°F., and pulse 120 per minute. Fetal heart sounds could no 
longer be heard. The patient stated that there had been violent 
movements of the fetus about half an hour previously. Os rigid 
and two fingers’ dilated. Anterior lip of the cervix cdematous. 
The patient was in a very highly nervous state, which had to a great 
extent retarded the progress of events. The necessity of the 
immediate termination of labour being represented to the husband 
and friends a consultation was demanded. When seen again with 
the consultant, about 2} hours after, patient said that with each 
contraction of the uterus she felt a severe stretching pain over the 
right hypochondriac region, with the simultaneous appearance of a 
knob-like projection at the seat of pain. Under chloroform the 
cervix was easily dilated with fingers, and axis-traction forceps 
were applied, the head being well engaged. The head, which was 
hard and ossified, was delivered with difficulty, rupturing the 
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perineum. More difficulty was met with in delivering the shoulders. 
The child was cyanotic, rigid, and very large. There was no 
pulsation in the cord. Attempts to practise artificial respiration at 
once showed the condition of extreme rigidity of the limbs which 
were fixed in the attitude of flexion. The dead child was kept aside, 
and I had no further opportunity of examining it carefully. The 
mother made an excellent recovery. 

Remarks. i. Antenatal Rigor Mortis. This case adds one more 
proof to those that have already been recorded about the occurrence 
of antenatal rigor mortis. Medical jurists can no longer doubt that 
rigor mortis may and does take place before the expulsion of the 
foetus from the uterus, and that therefore its presence in a new-born 
infant is not necessarily a proof of life apart from the mother—of, 
in fact, an independent existence. All that it of itself can prove is 
that the foetus was alive shortly before or at birth. The reports of 
cases further clearly prove the important clinical fact that the 
condition often complicates delivery by interference with its normal 
mechanism. Dr. Ballantyne in an exhaustive paper on this subject 
has gathered together all the available information concerning 
25 reported cases, and I would refer anyone interested in this subject 
to his original paper (a). In his manual of Antenatal Pathology and 
Hygiene (b), Dr. Ballantyne gives reference to six more cases, together 
with a case in a lower animal, bringing up the number of published 
cases to 32. The most recent contribution to the subject is Dr. 
Paddock’s Inaugural Thesis (c), presented to the Chicago Gyneco- 
logical Society. Dr. Paddock, after referring to the cases collected 
by Dr. Ballantyne, reports in detail five cases—three of Ludwig Seitz 
and two from his own practice. ‘wo more cases are referred to, 
reported by J. H. Evans, bringing up the total number of reported 
cases to 39. It would thus be seen that the number of reported 
cases up to date is very small, and the rarity with which it has 
been observed may be explained by the following circumstances :— 
(1) The foetus has probably gone through the rigid stage before birth; 
(2) the obstetrician generally remains busy with the mother; 
(3) out of respect to the feelings of relatives and friends of the 
patient, the doctor does not like to critically examine the foetus after 
it has been found dead; (4) probably the attention of very few 
obstetricians is directed to this point. In my case violent fetal 
movements were felt about 5-30 p.m., and when seen by me half an 
hour later no fatal heart sounds were audible. Apparently the 
violent movements of the fetus took place immediately before its 
death. In about a couple of hours’ time the patient began to feel 
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pain in the right hypochondriac region with each uterine contraction, 
and the knob-like projection noticed in that region was evidently 
the heel of the fixed flexed leg of the foetus projecting against the 
uterine wall. The delay and difficulty in the birth of the shoulders 
were no doubt partly due to the rigidity of the fetus. 

ii. Prolonged Utero-gestation. Throughout her pregnancy the 
patient was greatly troubled with sickness and vomiting. She had, 
as stated above, been treated for gastritis. The foetal movements 
were more disturbing than usual. The urine was regularly examined 
during the latter part of gestation, and was not abnormal. There 
were no pains about the end of the calculated full term of utero- 
gestation. I measured the pelvis carefully, and it was perfectly 
normal. As days passed on without any sign of labour I was 
naturally getting anxious, having been greatly influenced by Dr. 
Ballantyne’s paper (d) on post-mature infants, published shortly 
before. I still thought that there might be an error in calculation. 
When, however, the membranes ruptured on the 7th May without 
any pains, I again explored the pelvis and found its measurement 
normal. The head was at the brim, and the os could not be reached 
with the examining finger. As I was sure that labour would now 
come on I awaited events. Pains not starting spontaneously I gave 
the patient quinine, with the desired result. The course of the labour 
has been described above. 

Having gone through several years of married life without 
getting pregnant, she consulted a gynecologist in London, who 
treated her for some time and told her that she would probably 
never conceive. When therefore the persistent vomiting came on 
it was naturally attributed to gastric troubles, the thought of 
pregnancy never occurring to the patient at all. She was thus 
herself misled, and she misled her physician. Both the patient and 
her husband are below average size. The child was very large, and 
must have weighed more than 91bs., and almost double the usual 
weight of infants of patients of the same class. In spite of a 
capacious pelvis there was great difficulty in its delivery. Though I 
cannot adduce more positive proofs with regard to the post-maturity 
of the foetus, I think I am justified in concluding, from the facts 
stated above, that it was a case of prolonged gestation, going beyond 
the usual period for about three weeks. 


548 


Journal of Obstetrics and Gynecology 


List or Cases or ANTENATAL Ricor Mortis. 


1 Cuowne. Lancet, 1840-41. Vol. ii., p. 199. 
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Vol. xi., p. 420. 


5 Grice. Brit. Med. Journ., 1874. Vol. ii., pp. 493, 586, and 707. 
6 Tuompson. Brit. Med. Journ., 1874. Vol. ii., pp. 550, 640, and 772. 
7 Youne. Brit. Med. Journ., 1874. Vol. ii., p. 707. 
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ACUTE CONTAGIOUS PEMPHIGUS IN THE 
NEWLY BORN.* 


By GEORGE J. MAGUIRE, M.B., B.A.O. 


PEMPHIGUS occurring in limited epidemics among new-born infants, 
and not of syphilitic origin, is rare, and in England apparently 
almost unknown. Writing in the Lancet, Vol. ii., 1893, Dr. Payne 
says :— It is alleged by some and denied by others that there is a 
second form of pemphigus neonatorum which is not syphilitic. I 
am disposed to think it is extremely rare, if not entirely unknown, 
in this country.” And in his article in Allbutt’s System of Medicine, 
Vol. viii., p. 636, he says the disease is “a contagious pustular 
affection, sometimes fatal, occurring in limited epidemics, which 
have been observed to follow the practice of a particular midwife. 
It is local in distribution, occurs exclusively among the poor, and is 
associated with unclean linen and want of antiseptic precautions.” 

In September and October, 1902, an outbreak of this peculiar 
infection occurred in the Richmond (Surrey) Lying-in Charity. Up 
till October 8th the work of this was carried on by a deputy 
(referred to as “A” in the succeeding paragraphs), the midwife 
herself being in ill-health; after this date a pupil training in monthly 
nursing assisted in the care of the patients. The last birth in the 
practice prior to the outbreak of the epidemic was on August 20th, 
and attendance on mother and child ceased on September Ist. No 
cases of pemphigus had up to this time been observed. From 
September 1st to September 10th no birth took place; on this latter 
date the baby in whom the disease was first noticed was born. From 
this time until October 23rd, when A left the district, twenty mothers 
were delivered, eighteen infants were affected by pemphigus, and of 
these eight died. 

The fact that the cases arose within a definite period, were 
confined to the practice of a certain midwife, ceasing on her removal 
from the district, and presented common symptoms, point to the 
conclusion that they arose from a common contagion, of septic origin, 
the transmitting agency being the midwife in question. For all of 
the 18 children, with the exception of one, No. 14 in the series, were 
handled by her before signs of infection were apparent. Case 14 
probably contracted the disease through being laid when washed on 
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the apron used for one of the infected cases less than half an hour 
before. 

Additional proof of the contagiousness of the disease is afforded 
by a number of cases, adult and juvenile, in which the bullx 
appeared. From case 1 the mother, a brother, and a woman washing 
the infant’s clothes were all infected. In case 2 the mother was 
infected. In case 3 a boy, two years old, developed bullz on the left 
buttock and flank, a napkin worn once by his infant brother having 
been put on him unwashed. In case 4 the hands of the mother 
showed traces of the disease, this also happening in cases 7 and 13. 
In case 5 the infant was washed every day, after the midwife ceased 
attending, by a neighbour. Another baby nursed by this woman 
soon after developed the disease, and from this infant a girl of 
twelve, living in the same house, contracted the disease. Finally 
cases 16 and 18 gave rise to other cases, a brother aged two in the 
former, the mother in the latter, being infected. 

The contagion was conveyed either on the hands or the apron of 
the midwife. In this connection it is noteworthy that in 13 cases 
the first bulle noticed were on the neck; of the other cases two 
showed them on the chin, one in the left axilla, one on the dorsum, 
one on the left arm, and one on the left upper eyelid—that is to 
say, 15 of the 18 cases showed the first signs of infection over areas 
where the hand is placed to support the child in the bath. And as 
sufficient pressure is exerted at such a time to rub off the superficial 
epidermic cells from the delicate skin of a new-born infant, a nidus 
for the entrance of septic micro-organisms is provided. 

These micro-organisms have been shown to be various micrococci. 
In the British Journal of Dermatology for 1896 Bullock summarised 
the work done, and stated that in 1876 Réser found micrococci in 
the bulla; in 1881 Gibier found short chains of cocci; in 1884 Colrat 
found diplococci, as did Zechmeister in 1887; in 1890 Strelitz found 
two organisms, one golden yellow, the other milky white on culture 
media; and, lastly, in 1891, Almquist came to the conclusion that an 
outbreak of pemphigus neonatorum coming under his observation 
was due to infection with the staphylo-coccus pyogenes aureus. 

In the epidemic now considered serum from two sources was 
examined, the first specimen being taken from a bulla in the groin in 
baby No. 16, the second from the bulla on the hand of the mother of 
baby No. 13. Both specimens were taken with the fullest antiseptic 
precautions and sent to the Laboratory for Clinical Pathology (Mr. 
G. L. Eastes). The reports received were as follows: “The serum 
from pemphigus bulla was inoculated into various culture media, and 
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incubated erobically and anerobically, and pure cultures of the 
staphylococcus aureus were obtained.” This was the first specimen 
of serum; of the second, Mr. Eastes wrote: “ From the culture made 
on agar the staphylococcus aureus only was obtainable.” 

Assuming that this germ was the infecting agent, the question 
arises of the period elapsing between inoculation and the develop- 
ment of a bulla upon the site. Apparently this period is one varying 
from two to four days, and of the 18 cases 10 show it. The 
remaining eight are the first six, and 11 and 14. As we do not know 
the date on which A herself became infected, we cannot take into 
account cases 1, 2 and 3. The delay in 4, 5 and 6 may be due to a 
less virulent infection, or it may be an apparent discrepancy, not 
a real one. For the only evidence as to dates of appearance of 
lesions is derived from the mothers, and it is quite possible that the 
bullz had formed some days before their attention was directed 
to the unusual condition. Case 2, though not developing bulle 
till the ninth day, is known positively to have been washed by A on 
the sixth day. And case 14 was tended altogether by the pupil 
nurse, the date of conveyance of contagion being unknown. 

The symptom common to all the cases was the skin lesion; nor 
was there any other manifested in those infants that recovered. In 
all the cases that went on to a fatal termination there were other 
signs, forming a group of easily recognisable and similar symptoms, 
the whole composing a clinical picture of definite outline. The skin 
lesion was characterised by the formation of bulle, and the course 
of formation of these was as follows:—A small circular pale-pink 
macule formed, about the size of a flea-bite. As this gradually 
enlarged the skin over its surface, except for a very narrow areola, 
became pale and slightly wrinkled. Enlargement went on rapidly, 
serum collecting, until the vesicle was from half-an-inch to one 
inch in diameter, when almost invariably rupture took place, the 
covering layer being abraded and the contents discharging. There 
was left a round, red, moist, smooth, glistening patch, surrounded 
by a pink border, one-eighth to one-half an inch wide, separating it 
from the healthy skin. Over this areola the superficial layers of 
skin were easily removable by moderate pressure, showing that 
the process of cleavage had gone on here also. Enlargement of the 
areas went on by uniform extension, denudation at the same time 
taking place from the centre outwards. 

This extension did not continue for long in the recovering cases, 
the areas becoming dull, paler, with or without a yellowish 
incrustation, and dry; and the superficial epidermis at the borders 
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no longer exfoliated. The areola disappeared or became indistin- 
guishable from the rest of the bulla, and, after a time, varying from 
two to eight weeks, the site of the lesions was marked merely by a 
reddish staining of the skin, having the outline and extent of the 
denuded areas. 

In the fatal cases, on the other hand, no drying nor paling of 
these areas took place. They remained continually moist until the 
death of the infant. Extension went on unchecked, so that 
relatively enormous areas became involved. Further, it was 
observed in these cases that as the end approached cleavage of the 
skin took place in various situations where no inflammatory macule 
was originally noticed, and the resulting vesicle had no pink areola; 
the fluid contents, too, were very scanty, and greyish yellow rather 
than yellow or golden. It is noteworthy that at the autopsy on 
case 2 the skin on the body, even where apparently healthy, 
exfoliated readily under slight pressure of the fingers. The extent 
and distribution of the skin lesion in a severe case may be gathered 
from the following notes made at the just mentioned autopsy :— 
The superficial epidermic layers had disappeared from the cheeks, 
nose and left ear; from the flexures of the elbows; from the right 
upper arm; over the whole abdomen, limited by the costal margins 
above, and extending down across both groins and for two inches 
down the thighs, extending also round the dorsum, following above 
the line of the ribs as high as the sixth dorsal spine, and downwards 
passing over the buttocks to end half-way down the posterior aspect 
of the thighs, involving the genital organs. The whole of the left 
leg posteriorly, from knee to ankle, was denuded, as was the right 
leg from knee to toes, except for a small strip on the outer side 
running from the inner side of the foot to the outer malleolus. 

Microscopic preparations were made of sections taken respectively 
from a new and an old bulla. In the former it was seen that all 
the layers of the epidermis were present, but separated over a con- 
siderable extent, the separation being seen to have taken place along 
the lower edge of the stratum lucidum; there was as yet no necrosis 
nor degeneration of the tissues. Beneath the Malpighian layer the 
vessels of the skin were thrombosed, and there was some round- 
celled infiltration. No micrococci were discoverable in these vessels 
nor their neighbourhood, but there were scattered micro-organisms 
along the whole length of the free edge of the Malpighian layer. 
In sections from the old bulla there was some necrosis, and much 
degeneration of tissue. The epithelial structures of the skin were 
wanting, and the subcutaneous tissue was degenerated, with throm- 
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bosed vessels, some free hemorrhage, and much small-celled 
infiltration. In the degenerated area were large numbers of micro- 
cocci, arranged in groups but not in chains, most abundant on the 
surface, but still to be found in the deeper part, though becoming 
progressively less numerous. 

The additional symptoms manifested by the group of fatal cases 
were those of an acute toxemia. In each of these infants the groins 
and lower abdomen were much diseased, and extension to the 
umbilicus followed. This, still an unhealed surface in these recently 
delivered infants, became inflamed, and much swollen. Distension 
of the abdomen followed, varying in degree, but more marked the 
longer the child lived. These were the only signs for some days, and 
the children seemed well, taking the breast readily. Then a dis- 
inclination to feed was observed, with vomiting after a meal. This 
vomiting became persistent, though at long intervals, and occurred 
though no food was being taken. Then the lungs gradually filled, 
increasing dyspnea with cyanosis was noted, and finally, within from 
12 to 36 hours after the first attack of sickness death took place, 
ushered in by what were termed by those nursing the infants 
“ convulsions ”—really an evidence of cardio-respiratory failure. 

The reasons for thinking that the unhealed stump of the umbilical 
cord was the path by which the micro-organism gained entrance, so 
converting what was a local skin affection into a general toxemia, 
with the resulting above-detailed train of symptoms, are these :—In 
none of the cases that recovered, except No. 14, was the umbilicus 
affected. In this case a bleb is said to have formed in this region 
three weeks after delivery, when the stump was completely healed. 
In every one of the fatal cases the umbilicus was inflamed as 
described, and this inflammation was in each case followed by similar 
symptoms. At the autopsy on case 2 the umbilicus with a portion of 
the round ligament was removed and examined microscopically. 
The report received from Mr. Eastes is as follows :—“ In the deeper 
parts of the fibrous tissue removed with the umbilical scar is seen a 
cleft resembling a lymphatic space, but without any definite 
endothelial lining. Along the edges of this are to be found a few 
scattered micro-cocci which stain by Gram’s method, and appear, 
from a study of the whole specimen, to be confined to this cleft. 
There is a prolongation of this cleft shown in the section along which 
the micro-cocci can also be found. 

“Inasmuch as in the neighbourhood there are vessels containing 
ante-mortem clots, and as the location of the cleft is in the deeper 
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structures, these facts suggest that the original point of infection 
was the umbilicus itself.” 

This point has an important bearing on treatment. Apparently 
with a healthy umbilical scar no grave results are to be feared; it 
therefore becomes of paramount importance to keep this aseptic. 
This indication being observed, treatment can be directed to the 
healing of the diseased areas of stain, measures of modified isolation 
and disinfection being observed. 

The conclusions that suggest themselves on consideration of these 
varied facts are seven :— 

1. This epidemic was one of the comparatively rare disease, 
pemphigus acutus neonatorum. 

2. It was due to infection by a pathogenic micro-organism, the 
staphylococcus pyogenes aureus, conveyed from case to case by a 
certain midwife. 

3. Appearing chiefly in the newly-born, and only fatal to these, 
it also attacked older children and adults. 

4. It was characterised by a bullous eruption on the skin, variable 
in distribution and extent, the specific micro-organism being found 
in the contents of the vesicles. 


5. In many of the cases no symptoms other than this skin erup- 
tion were manifested, but a certain group of cases showed grave 
symptoms of a general infection, and invariably ended fatally. 

6. The point at which the systemic invasion took place in these 
fatal cases was the unhealed umbilical scar. 

7. Treatment to all appearance had little or no effect upon the 
course and duration of the disease, whatever the result. 
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A CASE OF ACUTE ATROPHY OF THE LIVER 
WITH JAUNDICE. 


By A. J. STURMER, Lieut.-Col. I.M.S., Superintendent Government 
Maternity Hospital, Madras. 


Ponniz, aged 35, 1l-para, was admitted into the Government Maternity 
Hospital at 7 a.m. on the 10th May, in a semi-conscious condition. She was 
said to be six months pregnant. Her friends stated that she had been 
complaining of being giddy and sick—but had not vomited—for the last 
two days, and that her bowels have not been opened for the past three days. 
It was only on the morning of admission that she could not speak, and it 
was for this reason that they brought her to hospital. On admission the 
eyes were found to be jaundiced; temperature normal, pulse 104, good, 
abdomen distended by a tumour which was evidently uterine, soft. She 
keeps her eyes screwed up, as if the light hurt them, but the pupils are 
not abnormally dilated, and the reflex is present. On calling to her loudly 
she opens her eyes and grunts, but does not attempt to speak, nor does she 
appear to recognise anyone. Urine was drawn, it was of high colour, 
sp. gr. of 1015 acid, and contained no albumen. With a drop of nitric 
acid there was a very faint play of colours, but when the two were mixed 
in equal proportions the colour became greenish. On evaporating a drop, 
leucine crystals were found. 

At 8 a.m. thyroid extract, grains 10, were given with some sulphate 
of magnesia mixture, but she spat it out; it was repeated later, with the 
same result. A tube was then passed through the nose, and a dose of the 
above mixture with another 10 grains of thyroid and half a pint of milk 
was passed into the stomach. An examination of the abdomen showed it 
to be quite flaccid, but tender, and there was no uterine action; the liver 
‘dulness seemed to have quite disappeared ; the hepatic area was resonant 
all over. She was fed by the nose, and had medicine given in the same 
way throughout the day. Her bowels did not act, but she passed urine in 
bed. She was very restless all day, and towards the evening became very 
noisy ; she died suddenly a little after 10 p.m. 

A post-mortem was made nine hours after death. Rigor mortis present 
throughout. Body that of a well-nourished female. All the tissues were 
bile-stained. Liver shrunk under ribs, and folded on itself, and nowhere 
near the ribs; capsule bluish-grey, like that of the spleen, and wrinkled ; 
tissue very soft, not yellow, and more like that of the spleen; no lobules 
apparent ; weight 23 ounces. Gall-bladder empty, except for a little thick 
grey mucus. Ducts all pervious. Large intestine empty, distended by gas, 
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very thin, can almost be seen through, and stained yellow. Kidneys five 
ounces each, capsule strips off easily, tissue quite yellow. Uterine wall 
thin, placenta attached to right and front, amniotic fluid greenish-yellow 
in colour. Child, male, presenting by breech, back to left of mother, limbs 
in front, cord round neck. Intestines not injected. Bladder contains a 
good deal of very yellow urine. Other parts of body not examined. 

Capt. Kirkpatrick, I.M.S., was kind enough to make sections of the liver 
and kidneys, and the following is his report :— 


(a) Section taken from near the surface of the liver. The liver 
structure is entirely gone; it only shows an ill-staining mass of cell débris, 
pigment and fatty granules. Those cells which are not completely 
disorganised show an indistinct outline, and are granular containing a large 
quantity of black pigment, their nuclei being absolutely obscured. Some 
dilated veins are visible. The pigment is a very marked feature of the 
specimen. 

(6) Section from deeper part of liver. Shows a number of large 
irregular spaces, the walls of which are apparently formed by dilated 
veins; intervening between these are small quantities of cell débr7s showing 
the same appearances as in the more superficial section. 


(c) Kidneys. The epithelium lining the convoluted tubes is granular, 
does not take the stain, and the nuclei are invisible. The epithelium of 
the collecting tubes is also granular, but their nuclei stain well. The 
glomeruli appear to be unchanged. In places pigment is visible in the 
form of small rods mostly lying near the basement membrane of the 
convulted tubes. The manner in which the changes are confined to the 
convoluted tubes is remarkable. 


The occurrence of acute yellow atrophy of the liver is of sufficient 
rarity to deserve report. From 1883 up to the time of the admission 
of this case 37,475 labours and abortions have come under treatment, 
and during this time five cases of the disease have been noted. In 
1886 two cases were recorded. One was a 1-para in the eighth month 
of pregnancy ; she was confined in hospital, and on the following day 
was noticed to be jaundiced; on the next day she become comatose, 
her nails, tongue and conjunctive becoming bright yellow, and she 
died on the following day. The liver weighed 25 ounces, capsule 
shrivelled, on section the characteristic rhubarb colour. The second 
case reported seems a very doubtful one. She was admitted for 
general anasarca and jaundice, and died the same day. She was a 
1-para, and in her ninth month. The third case occurred in 1896, 
and appears from the record to be simply a case of jaundice. She got 
quite well. The fourth case was admitted in 1899. She was a 
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3-para, aged 27 years; the day after her confinement she became 
comatose and restless, and her eyes were tinged yllow. She died on 
the second day after the birth of the child. The post-mortem revealed 
the liver to be 17 ounces in weight, small and soft; on section it was 
tinged yellow, the kidneys were also yellow. On evaporating a drop 
of urine no crystals of leucine or tyrosine were found. 

I think we may deduct two of these cases as not proven; this leaves 
us with three undoubted cases. In two of them pregnancy had 
apparently reached full term, whereas the usual time is said to be 
between the third and sixth month. Judging from the condition of 
the liver found at the autopsy of the case now reported, no treatment 
would have been of any avail; the liver tissue had gone. The 
microscopic specimens show this most conclusively. The premonitory 
symptoms are very similar to those found in the early stage of 
eclampsia, ¢.g., nausea, headache, and perhaps vomiting, together 
with constipation. On the supposition that the disease was one due 
to perverted metabolism I gave thyroid extract, but any drug to be 
of any use must be given at the onset of the symptoms, and before the 
disease has had time to develop. 
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RUPTURE OF THE UTERUS DURING LABOUR. 
ABDOMINAL HYSTERECTOMY. RECOVERY. 


By T. B. GRIMSDALE, B.A., M.B. (Cantab.), M.R.C.S., 


Honorary Gynecological Surgeon, Liverpool Royal Infirmary. 


Rupture of the uterus is happily a very uncommon accident. The 
frequency of its occurrence is given by Collins as 1 in 482 cases, 
McClintock 1 in 737, Ramsbotham 1 in 4,429, Jolly 1 in 3,408, 
Galabin 1 in 3,371, Barnes 1 in 1,318, Bandl 1 in 1,200, Lusk 
1 in 6,000, Winckel 1 in 666, Harris 1 in 4,000, Hugenberger 
1 in 1,158, or an average of one case in 2,433 for the entire series. 
It is probable that this estimate is considerably above the ordinary 
average of its occurrence, but it is sufficient to show that it is a very 
rare accident. 

The mortality is also very high, and has been variously estimated. 
Hugenberger’s 298 cases collected from various maternity hospitals, 
gave a mortality of 95 per cent., whilst Schultz’s later statistics give 
a mortality of 55 per cent. It is satisfactory to note that the later 
the statistics the more favourable is the percentage of recoveries. 
This must point to the necessity of radical operation in rupture of the 
uterus. Hugenberger’s statistics were made about 1874, and those 
of Schultz in 1892. At the present date the prognosis may be 
slightly more favourable than that expressed by Schultz, but much 
must depend upon the site of rupture and the amount of blood lost. 
Also to a very great extent upon the surroundings of the patient at 
the time of the accident. If rupture occur in hospital the mortality 
nowadays would be comparaively small, but in private practice it 
must necessarily be an extremely fatal accident. The lowest 
mortality is obtained where prompt abdominal operation can be 
performed. 

Charlotte B., aged 27. Family history unimportant. Patient 
says she has always been “ delicate,” but has not suffered from any 
serious illness. She has been married six years, and has had five 
children, three of which have been born dead. 

Obstetrical history, as given by the patient : — 

First confinement July 27, 1898. Was in labour from 11 p.m. to 
9-45 p.m. on the following night. The “ waters had to be broken,” 
and instruments were used. Female child alive and well. Patient 
was in bed for 12 days after the labour. 
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Second confinement April 30, 1900. Labour commenced at 5 a.m. 
and terminated 4-30 p.m. the same day. No doctor. “A friend 
attended to her, and broke the waters.” Full time male child, lived 
ten days. Patient in bed 12 days after the labour. 


Third confinement June 9, 1901. Labour commenced at 5 a.m. 
and terminated 5 p.m. the same night. No doctor. Stillborn female 
child, putrid, with skin peeling off palms, feet and abdomen. 


Fourth confinement April 19, 1902. Labour commenced at 
12 o’clock noon and terminated at 6 p.m. the same day. She was 
attended by a doctor, but no instruments were used. The child was 


stillborn and decomposed. The patient remained in bed 15 days 
after the labour. 


The following account of her fifth confinement has been supplied 
to me by Dr. Warke, who attended her on June 14, 1903, at about 
2 p.m.:—“ The waters burst, and as she had no pains and no sign of 
the os dilating I said I would call again the following morning. I 
did so, and found no change. I left word for them to send for me 
when labour set in. This they did at 9-30 in the evening (June 15). 
On arrival I saw the left hand presenting beyond the vulva, the head 
to the left. I gave her chloroform, and started to dilate in order 
to turn. The os was very rigid, and took some time to dilate, having 
to repeat the chloroform myself. I could tell from the smell and 
feel that the child was dead and putrid, and was proceeding to get a 
foot down through the os when I felt there was something wrong, 
for at the posterior portion of the os I could feel another opening, 
and through this there came what I considered a loop of bowel. 
I sent for Dr. Shaw to help me. The child was decomposed, skin off, 
and so rotten that it could be dismembered quite easily; in fact, it 
was with difficulty brought feet first.’ Dr. Warke and Dr. Shaw 
completed the delivery of the child and placenta, and having packed 
the vagina promptly sent her up to the Royal Infirmary, where she 
arrived about 3 a.m. on June 16. 


On admission the patient looked extremely ill, with anxious pallid 
face. She hiccoughed and retched frequently. The pulse could not 
be counted, and was hardly perceptible at the wrist. Temperature 
97°F., respiration 52. 

Abdominal Examination. The whole of the abdomen was 
distended, the lower portion was tense, and when touched the patient 
shouted with pain; nothing definite could be palpated. No prolonged 
vaginal examination was made; the vaginal pack was removed; there 
was a slight discharge of blood from the vagina. The cervix was 


| 


560 Journal of Obstetrics and Gynecology 


high up, and there was a rent in the posterior vaginal fornix. It was 
decided to open the abdomen at once. 

Operation. Ether was administered, and the abdominal wall 
well scrubbed with soap and washed with iodic hydrarg solution 
(1 in 500). An incision about six inches long was made in the 
middle line below the umbilicus. When the peritoneum was opened 
some clear fluid and some blood with clots escaped. Meconium and 
a good deal of vernix caseosa were smeared over the intestines. No 
injury to the bladder was discovered. The uterus was found to be 
ruptured in the posterior portion of the lower uterine segment; here 
there was an oblique tear with ragged edges, about three inches long, 
extending downwards to the upper part of the vagina where the tear 
became more transverse involving the vagina for about two inches. 
The uterus, which was very foul smelling, was removed, together 
with both tubes and ‘ovaries and the entire cervix. The pelvis was 
flushed out with water and swabbed clean with gauze soaked in iodic 
hydrarg solution. The cut vaginal walls were partially stitched, 
leaving a small hole in the centre through which some gauze was 
pushed into the vagina and left as a drain. The abdominal wound 
was closed by through and through sutures of silkworm gut and a 
continuous silk suture in the aponeurosis. 

The patient was much collapsed after the operation. A hypo- 
dermic injection of strychnine !/,,th gr. and digitalis !/,,,th was 
given at once, and a pint of saline with two ounces of brandy given 
by rectum every three hours, and occasional doses of }gr. of morphia. 
The first specimen of urine drawn by catheter after the operation was 
loaded with blood, although no lesion of the bladder was discovered. 
The blood gradually cleared up, and in about three days the urine 
was quite clear. There was a considerable offensive discharge from 
the vagina for the first three days, after which for about a week 
there was a purulent discharge. There was some abdominal 
distension on the morning of the second day, but this disappeared 
when the bowels acted later in the day. On June 28, a week after 
the operation, the patient complained of pain in the left side of the 
chest, and friction sounds were heard, but this all cleared up in 
about four days, and on July 21 she was discharged well. 


As to the best treatment to adopt in cases of rupture of the uterus 
there is some difference of opinion; cases have been reported which 
have recovered without anything further than expectant treatment, 
others have been successfully treated by irrigating the pelvis and 
packing the wound with antiseptic gauze, in other cases the wound 
in the uterus has been successfully repaired. In my own mind, I 
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feel confident that the safest treatment in the long run will be 
found in the boldest measures. It is impossible to know how much 
damage has been done and how much the peritoneum has been soiled 
until the abdomen is opened, and taking into consideration the 
possibility of infection of the uterus from the obstetrical manipula- 
tions and the number of cases of rupture of the uterus in which it is 
mentioned that the foetus was “dead and putrid,” it is certain that 
in cases of this nature it must be safer to remove the entire uterus. 
The operation can be done fairly quickly, and although collapse was 
extreme in the case I have related, it was surprising to me how well 
she rallied in the course of a few hours after the operation. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Apparent Abdominal Pregnancy in a Rabbit. 
Kamann. Monatsschr. fiir Geburts. und Gyndk. Bd. xvii., Ht. 5. 


Tue author in this paper describes a foetal sac, found by chance in 
the abdomen of a rabbit, attached to the omentum and quite separate 
from the genital organs. He also examines critically the large 
number of abdominal gestation sacs, which have been recorded as 
found in animals, and makes some interesting suggestions as to the 
mode in which the fetus may continue to grow in the abdomen. 
These and other points make the paper of value as a contribution to 
the pathology of ectopic pregnancy. The sac was intact and con- 
tained a fetus of about 7 cm. in length; it was attached to the left 
border of the great omentum by a pedicle, composed almost entirely 
of omental vessels, and made up of two parts, one of which was 
twisted through 8 turns, the other through 2}. There was no con- 
nection between it and the genital organs, which were separated from 
it by coils of bowel. On opening the sac a little amniotic fluid 
escaped; the placenta, 2cm.x0°5cm., was let in to the sac-wall and 
had the foetus, recently dead and fully developed, attached to it by 
a short cord. The specimen was at first thought to be one of primary 
abdominal pregnancy, but, on further investigation, a fresh scar was 
discovered in the left horn of the uterus on the anti-mesometrial wall. 
Microscopic examination of the tissues about this indicated the site 
of placental insertion, and showed, among some broken-down glandular 
tissue, a peculiar oval-shaped body, which was taken to be a 
degenerate fertilised ovum. The author considers that what had 
occurred was a “ protracted” rupture of the uterus at the placental 
site, with a gradual extrusion of the entire embryonic sac and 
placenta; in this way as part of the sac escaped, it would obtain 
vascular connection with the omentum, which would be increased as 
more sac followed, until, when the whole ovum had escaped, its com- 
plete vascularisation from the omental vessels had been effected. 
The evidence seemed to indicate about 10 days as the period before 
the death of the rabbit at which the escape of the ovum had 
occurred. 
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The recorded instances of, abdominal pregnancy in animals cannot 
be accepted as evidence of the possibility of this occurrence, as the 
generative organs have been minutely examined in but few cases, 
and in these the fetus had probably escaped into the abdomen some 
time before the examination was made, so that a rupture of the 
uterine or tubal wall may have been present and have healed so 
completely as to leave no trace. 

Except for the rare cases of the implantation of the ovum in the 
ovary or in the pavilion of the tube, the author considers the “ pro- 
tracted” rupture of the tube as the most important factor in the 
production of the so-called abdominal pregnancies. 

J. S. Farrparrn. 


Two Cases of Simultaneous Extra and Intra-uterine Gestation. 


Meyer (Ernest). Zentralblatt fiir Gyndkologie, November 14th, 
1903. No. 46. 


Srravss has collected thirty-two cases of simultaneous extra- and 
intra-uterine pregnancy. In two instances both twins lived, lapara- 
tomy being performed after the birth of the uterine fetus, one 
parent lived, the other died. In ten cases which had gone to term 
eight intra-uterine foetuses lived, all ectopic foetuses died. In three 
cases only one-of the embryos went to term, two of these were intra- 
uterine and both lived, one was extra-uterine and was dead at the 
time of laparotomy. In none of the remaining cases had the 
pregnancy gone to term. Other cases recorded by Braun-Fernwald, 
Desguin, Wells, and Mond are mentioned. The two recorded at 
length are taken from Schiitz’s clinic at Eppendorf. 

Case 1. The patient was aged 34 years; she had had four 
spontaneous labours. The last menstrual period was five weeks 
before admission, it was two days late. There had been continuous 
slight hemorrhage ever since. Eleven days before admission the 
patient was seized with sudden abdominal pain, there was no collapse, 
no sickness. On admission, 19th July, 1902, there was no marked 
anemia; the pulse frequency was 88 beats to the minute; the 
abdomen was somewhat distended; there was no free fluid in the 
peritoneal cavity. A palpable swelling the size of a walnut was 
discovered in the left iliac fossa. The uterus was pushed forward, 
the fundus was not to be felt. A soft body could be found in utero 
through the dilated os. In Douglas’s pouch a round, elastic tumour 
was palpable. An ovum the size of a hen’s egg was removed from 
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the uterus, after which the abdominal swelling increased in size, and 
signs of intestinal obstruction set in. An exploration of Douglas’s 
pouch revealed old blood clot, the opening in the posterior cul-de-sac 
was enlarged and 1,200cc. of old blood clot removed. Three days 
later a complete placenta, about ten weeks old, was passed through 
the wound. The patient recovered. 

Case 2. The patient was aged 25 years. She had had two 
attacks of appendicitis. Instrumental delivery was carried out in 
1900. The last menstrual period was five weeks before admission. 
On admission the temperature was 38°5°C.; the pulse rate was 100 
beats per minute. The abdomen was distended; no tumour was 
palpable. During the first two days in hospital there was great 
hemorrhage, followed by spontaneous abortion of a complete ovum 
of five weeks development. Some resistance was felt in the left 
iliac fossa. Six days after the abortion great abdominal pain set in, 
and an elastic tumour developed in the right posterior quarter of 
the pelvis. Exploratory puncture through the posterior fornix 
caused a spurting of blood. Laparotomy was performed. A large 
coagulum was removed from the pouch of Douglas. ‘“ Both tubes 
were normal.” The appendix, which was very long, was removed. 
Dr. Frinkel pronounced the appendix to be healthy and found 
chorionic villi in the blood clot. 

CuTHBERT LOCKYER. 


A Case of Full-term Delivery after Abdominal-Vaginal Suture 
of a Complete Rupture of the Uterus. 


~Kamann. Wiener klinische Rundschau, 1903, No. 16. 


Tuts case is recorded as an argument in favour of the conservative 
treatment of uterine rupture and against the adoption of the method 
of total extirpation of the uterus, which has been recommended in 
some quarters. The patient was a multipara of 34, who, as the result 
of a difficult transverse presentation, suffered from an extensive 
rupture of the left wall of the uterus. The abdomen was opened and 
a tear, measuring 20cm. x 2 to 3cm., closed by a double row of catgut 
sutures; the tear extended through the cervix into the vaginal vault 
and this part was also closed by means of 8 catgut sutures passed 
from below. The patient made a good recovery and in 3 months 
from her discharge from hospital had conceived again. Except for 
attacks of abdominal pain which were ascribed to the stretching of 
adhesions between the uterus and abdominal wall, the pregnancy 
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progressed normally. The patient was delivered by forceps of a 
well-developed female child weighing 3,500 grammes, and except for 
a continuance of the severe pain in the lower abdomen there was 
nothing noteworthy in the lying-in period. 

The author considers that, except in cases of infection or when 
the wound is very ragged and infiltrated with blood or much soiled by 
meconium or vernix, or so irregular that exact suture is impossible, 
the conservative treatment should be adopted. In long, circular tears, 
the uterus may be so damaged that its retention may be inadvisable, 
but these cases are rare. The ragged and bruised edges of a rupture 
can usually be freshened by removal of the injured portions, and the 
clean edges brought into accurate apposition. 

J. S. Farrparrn. 


Three Cases of Pregnancy with Marked Hypertrophy of the 
Cervix. 


Hansson (Epvin). Festchrift gewidmet Otto Engstrém, Berlin, 1903. 


PREGNANCY rarely occurs in cases where the hypertrophied cervix 
projects much outside the vulva. Olshausen in his text-book men- 
tions only two reported cases. Hansson describes three cases which 
have come under his notice. 

Case 1. The patient was aged 25, one-para. When two months 
pregnant the fundus uteri was found to be at the normal height, 
while the greatly hypertrophied vaginal portion of the cervix pro- 
jected almost 3 inches outside the vulva. The whole of the anterior 
vaginal wall and the greater part of the posterior vaginal wall were 
inverted. High amputation of the cervix and anterior and posterior 
colporrhaphy and perineorrhaphy were performed. The patient 
aborted on the 20th day after the operation. 

Case ut. The patient, a primigravida, was aged 22. The thickened 
portio-vaginalis projected at least 3 inches outside the vulva. The 
supra-vaginal portion was somewhat elongated. There was no pro- 
lapse of the posterior vaginal wall but the upper part of the anterior 
wall was inverted. High amputation of the cervix was performed, 
almost 3 inehes being removed; 3} months later a living child of at 
least 8 months, and probably full-time, was born after an easy 
labour. 

Hansson thinks that if such cases as these are allowed to go to 
full-term without operation, labour is likely to be difficult on account 
of the slow dilatation of the lengthened and more or less rigid cervix. 
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Rupture of the lower uterine segment is threatened. At best there 
will probably be severe tearing and ripping. The fear that operations 
on the genital organs during pregnancy will cause abortion seems to 
be an exaggerated one. Two of these three cases went nearly to 
term. 


Henry Russert ANDREWS. 


Bossi’s Method in Abortions and in Labours when the 
Vaginal Portion of the Cervix has begun to Dilate. 


Scutrmann. Monats. fiir Geburts. und Gynik. Bd. xviii., Ht. 4. 


Tue author reviews the literature of the previously published cases 
treated by Bossi’s method, and points out that many of the cases 
are not of much value for comparison on account of the 
meagreness of the details given. He suggests that all cases should 
have some information given under the following headings :— 
(1) Age and number of labours; (2) period of pregnancy ; (3) presenta- 
tion ; (4) length and condition of cervix; (5) dilatation of the os uteri; 
(6) indications for dilatation; (7) time and amount of dilatation; 
does any edge remain at the Os? which instrument was used? (8) 
labour pains present; (9) bleeding or lacerations during dilatation; 
(10) method of delivery; (11) size of child, and especially head; 
(12) bleeding after delivery, appearance by speculum; (13) treatment 
of laceration ; (14) delivery of placenta; puerperium and condition on 
examination later. Under these headings the author describes 
ten cases in the policlinic of Dr. E. G. Orthmann, all of which 
were treated by means of the instrument devised by Preiss, 
which is a modification of Bossi’s instrument. Of these cases five 
were at term with the cervical canal obliterated and the os uteri 
beginning to dilate. The indications were: One eclampsia, one 
pressure symptoms after a long first stage, and three absence of pains, 
long labour and premature rupture of membranes. In all of these 
there were only small lateral tears of the vaginal portion as a result 
of the dilatation, and the results were all good. The other five cases 
were abortions between the fourth and fifth months. In all, the 
cervical canal was still present, and measured 4—5em. long, and 
admitted one finger only. In all cases the indication was bleeding. 
In the final two cases there were injuries to the cervical canal from 
the actual pressure of the instrument, because the movable “ caps” 
were not long enough to reach above the internal os. However, no 
evil result followed, and progress was normal. In the last three cases 
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modified “ caps” were used of two sizes, one narrower than the other 
and both longer than those formerly used. In these cases no injuries 
were caused; the areas upon which the branches had exercised 
pressure appeared only flaccid and stretched. Progress was normal 
in all these cases. As a result of these experiences much information 
can be acquired. Slight lacerations occur frequently, but are of no 
importance, although the author states that he sutured the tears in 
his cases, although they were never more than 1—2cm. long. The 
described cases by other writers in which larger lacerations occurred 
were caused by too rapid dilatation. For instance, Osterloh’s case, in 
which dilatation from one finger to two was obtained in 2} minutes, 
with a severe laceration, and Blau’s case, a similar amount of 
dilatation in 10 minutes with a laceration 2cm. long. The deficiencies 
of the instrument were well shown in the first two abortions with long 
cervical canals. In these the cervical parts of the branches were too 
short by }—1}cm., and so “ boring” lacerations were produced. As 
a result of this experience longer caps of two sizes were designed and 
successfully used in the next three cases. In all cases of abortions 
the best method appears to be to first inspect the cervix with a 
speculum and then to fix the posterior lip of the os with a volsellum 
and straighten the cervix before introducing the instrument. The 
ends of the caps should lie well in the cavity of the uterus. As a 
rule, in abortions it is only necessary to dilate until the cervix admits 
two fingers. In labours at term only slight lateral tears were 
produced, and this has been an almost universal experience. Out of 
44 described cases by other writers 40 had only trifling lacerations. 
It is a question, too, whether some of these perhaps were not caused 
by the following method of delivery, because it was practically never 
possible to demonstrate lacerations immediately after dilatation. 
Both for abortions between the fourth and sixth month and for 
labours at term where indications for rapid delivery exist, the author 
considers Bossi’s method a great addition and a safe method to 
employ. It will take the place entirely of Diihrssen’s deep incisions 
in the so-called “ vaginal Cesarean section,” these incisions leaving 
much greater wounds than any of the small lacerations above 
described as caused by Bossi’s method. The presence or absence of 
good uterine contractions is a most important point to consider with 
regard to the prognosis in cases treated this way. Naturally dilatation 
is easier and more speedy when good contractions are present. With 
regard to the preference of instruments, Bossi’s original instrument 
is very expensive, heavy, difficult to sterilise and too complicated. 
Frommer’s eight-bladed instrument also is expensive and does not 
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allow digital examination of the os uteri until a fair degree of 
dilatation has been produced, because the branches are too close 
together. This is very important, because the feel of the edge cf 
the os will often give an indication as to how far the dilatation can 
be carried without danger of serious laceration. Kaiser’s eight- 
branched instrument is not so expensive—costs 50 shillings—but is 
so large that it almost fills up the vaginal orifice; it also has no 
pelvic curve, which is a disadvantage it shares with Frommer’s 
dilator. The author gives preference to Preiss’ instrument because 
it is cheap, simple, easily sterilisable and its peculiar construction 
gives one an accurate control over the amount of force necessary to 
overcome the resistance of the tissues without causing lacerations. 


Tuos. G. STEVENS. 


A Case of Vaginal Czsarean Section for Eclampsia. 
Westpnat. Zentralblatt fiir Gyndkologie, 1903, No. 46. 


In the Zentralblattt fiir Gyndkologie, 1903, No. 46, Diihrssen records 
a case in which he performed vaginal Cesarean section for eclampsia 
in the ninth month of gestation. The mother and child did well. In 
the same journal, No. 52, 1902, Bumm records thirteen cases in 
which he performed this operation. In five of these the patients 
were the subjects of eclampsia and one died three hours after the 
operation in eclamptic coma, the rest recovered. In Westphal’s case 
the eclamptic attacks set in during the sixth month of gestation. 
The patient was aged twenty-three years; she had had two normal 
confinements. She knew herself to be six months pregnant and had 
been quite well up to the last fortnight when headache and impaired 
vision set in, this was followed by cedema of the legs and face. When 
first seen by Westphal the patient was unconscious and fits were 
recurring every few minutes; bloody saliva poured from her mouth; 
her tongue was bitten through. The legs and vulva were much 
swollen, the pulse frequency was 100, it was full and regular. The 
urine became solid on boiling. The fundus uteri reached a finger’s 
breadth above the umbilicus, its consistence was soft, the portio 
vaginalis was completely drawn-up. The external os was closed; the 
child lay in the pelvic position; heart-beats were not discernible; 
morphia was given and the woman removed to hospital. On arrival 
she had a fit of fifteen minutes’ duration; the pulse was beating 130 
to the minute, it was small and irregular. Under chloroform the 
bladder was raised from its attachment to the cervix until the 
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peritoneum of the vesico-uterine pouch was exposed, this was reflected ~ 
as high up as possible, then the anterior wall of the uterus was 
divided in the middle line as far as the peritoneal attachment, this 
gave an opening into the lower segment ten centimetres in width. 
Through this aperture the hand was introduced and the fetus 
extracted in conduplicato corpore; it was dead and measured twenty- 
eight centimetres in length. The uterus contracted well and in ten 
minutes the placenta was removed by Credé’s expulsion. During 
suture of the uterine wound sharp bleeding, due to atomy, super- 
vened; it was stopped by plugging with gauze. The child was 
delivered in five minutes from the commencement of the operation. 
The cyanosis soon subsided, morphine was still administered, and on 
the evening of the day of operation the temperature was 37°2°C., and 
the pulse rate 110, and the patient kept down a drink of milk. The 
wounds healed per primam, and when the patient was discharged from 
hospital twenty-one days after operation the urine was free from 
albumen. This operation is quicker than accouchement forcé, there 
is not the same danger of laceration of neighbouring tissues, there is 
less risk of infection, and under aseptic precautions it is easier and 
less dangerous than high forceps operation, or perforation through an 


imperfectly dilated os uteri. 
LOCKYER. 


The So-called White Infarct of the Placenta. 


ScuickeLe. Zentralblatt fiir Gynédkol., September 12th, 1903. 
No. 37. 


ScHICKELE’s investigations upon the nature of the above “ lesions ” 
in the placenta are in accord with those of Hitschmann and 
Lindenthall, already published in the Archiv. fiir Gynikologie 
(Bd. 69, Hft. 3). In order to explain the causation of “ white 
infarcts” we must have a complete understanding of the placental 
circulation, i.e, of the circulation in the intervillous spaces. 
Disturbances in the circulation within the intervillous spaces are 
physiological. This may seem a paradox, but it is only apparently 
so. Circulatory disturbances in this situation, with their conse- 
quences, 2.¢., organisation of blood-stases and the secondary 
participation of surrounding villi and decidua, are found in almost 
every placenta in their various stages. Such vascular disturbance 
is primarily concerned in the causation of accidental hemorrhage. 


If, in consequence of these pathological changes, the whole circula- 
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tion of the placenta is thrown out of gear, the separation of the latter 
from its union with the uterus is not a matter of surprise, especially 
if it is subjected to any kind of traumatism. The question whether 
particular vessels are predisposed to such stasis and to thrombosis is 
left doubtful, but the peripheral vessels seem to be the seat of such 
changes more frequently than others. In these the blood flow is 
slower; moreover, the relation of the peripheral vein deserves special 
attention. Vibices can be demonstrated extending for a variable 
distance on the fetal surface of the placenta, and sometimes a 
channel one centimetre wide may be seen to whose inner wall the 
foetal membranes are adherent. The attached margins of the 
membranes may show collections of blood, leading us to the con- 
clusion that here, as in other situations, the membranes have been 
separated (? by trauma). One finds this process in various grades, the 
hemorrhages being. in all stages of organisation. Ackermann’s 
theory of placental infarction has been shaken by Steffeck’s investiga- 
tions. The writer disapproves of the latter’s conclusions; what 
Steffeck took for decidua was not decidua but trophoblast. Tropho- 
blast is often found in the normal placenta in great amount. What 
Steffeck regarded as vessels were certainly so, but they do not form, 
as he says, the nucleus of infarcts, but have been accidentally drawn 
in by the process or organisation in which they play no active réle. 
A clear understanding of the circulation in the intervillous spaces 
is necessary for the explanation of these lesions. What significance 
the endo- and peri-arteritis may have, which have been seen by 
Ackermann and others, the writer does not know; he has never 
noticed either condition in “ infarcts,” nor can he help to fulfil 
Rossier’s prophecy that later investigations would show the maternal 
vessels to be responsible for “infarcts.” Schickele abandons the term 
“infarct” for “fibrinous node,” since the structure in question is 
composed of organised blood with secondary involvement of the 
surrounding tissues in the organisation process. 


CutTupert Lockyer. 


Maternal Impressions, 
S.). Annals of Gynecology and Pediatry, October, 
| 1903. Vol. xvi., No. 10. 
Tur author gives three cases in his own practice : — 
1. Mrs. H., in the absence of her husband, had to try and stop the 
bleeding from the left hand of one of the workmen about her 
husband’s farm, who, by an unlucky blow with an axe, had cut off his 
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thumb and two fingers. She was very much upset at the time, and 
was unable to resume her household duties for several days. Her 
child, a male, was born minus a thumb and two fingers of the left 
hand. 

2. Mrs. S., during the first two weeks of pregnancy, had suffered 
very severely from toothache, so much so that she called on a dentist 
and asked him to extract the tooth or pull her head off, “she cared 
little which.” Her child was born minus its right upper jaw, of the 
similar side to the toothache. 

3. Mrs. N. gave birth to a child which only lived a few minutes. 
It was perfectly developed except its head and face. The bones of 
the head were all ossified. The face was as white as marble, eyes 
white and wide open, and the face peppered all over with little black 
spots. Dr. Birge gave it to the nurse to take to another room, and 
just before he left was asked by the mother if anything was wrong 
with her child, because in early pregnancy, coming down late one 
morning to breakfast, she found sitting at the table a friend of her 
husband’s, “ the most dreadful looking man I ever saw.” He was 
blind through the premature discharge of a cannon, his face was 
sprinkled all over with the powder, and his eyes were wide open and 
white as a sheet, and for a long time she could not get the sight of 
the man out of her mind. 

Dr. Birge also states that when his father was a boy the fashion- 
able cloth for suits had a percentage of black sheep’s wool in. 

‘Consequently black sheep were in great demand. To obtain black 
sheep the following curious method was resorted to:—Black bucks 
were out of the question, but there was occasionally a black ewe or 
wether, and it was found that a black sheep, put with a flock of white, 
at the time the buck was put with the flock, would in all cases ensure 
a few black lambs. The author’s grandfather, by putting some black 
brands from the burning logs in the sugar camp around the spring 


where his twelve sheep went to drink, managed to get three black 
lambs ! 


Comyns BERKELEY. 
Report of the Philadelphia Pediatric Society’s Milk Commission to 
the Pediatric Society, containing Recommendations to the 
Department of Public Health for the Improvement of the 
Milk Supply of the City of Philadelphia. 
Annals of Gynecology and Pediatry, October, 1803. Vol. xvi., No. 10. 


TuIs commission was organised in 1899 owing to the woeful condi- 


tion of the general milk supply of Philadelphia, and as a result 
recommends : — 
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1. That all milk-sellers be required to obtain a licence, and that 
such licence be granted free of charge. 

2. That no licence be issued unless the dealer is willing to state 
the source of his supply, and to give satisfactory evidence that the 
producer from whom he receives his milk maintains his herd and 
premises up to the standard prescribed by the Department of Public 
Health ; the observance of such standard to be determined by periodic 
inspections under the direction of this same department. 

3. That the standard to be established should correspond closely 
or exactly with the dairy rules recommended by the Bureau of 
Animal Industry of the United States Department of Agriculture, a 
copy of which is appended. 

4. That dealers be required to remove all milk from the trans- 
portation trains immediately upon their arrival, unless in refrigerator 
ears; and to deliver the milk of the morning and previous evening 
on the day of its arrival, unless kept iced. 

5. That dealers be required to have a special milk-room, so 
situated in relation to their houses as not to be a thoroughfare; that 
its walls shall be tiled or painted with a glazed paint; that its floors 
shall be made of hard wood, cement, or other composition, or that 
they shall be covered with linoleum; that the room shall be well 
ventilated and kept thoroughly clean. 

6. That it be required that all milk-wagons be thoroughly cleaned 
after each delivery, and that they be so constructed that thorough 
cleansing is possible; and that all utensils, such as dippers, etc., 
carried on milk wagons, when not in use, be kept in separate, clean 
cans. 

7. That no dealer or producer be permitted to deliver milk in 
bottles who has not on his premises satisfactory appliances for the 
proper cleansing and sterilization of bottles, and who does not pro- 
perly use them. 

8. That no dealer be permitted to fill bottles outside of his milk 
room; and that dealers should be required to thoroughly cleanse and 
scald all milk-cans before returning them to the producer. 

In addition to the tests that are at present applied by the 
Inspectors of milk, we would suggest : — 

(a) That, in order to obtain some idea of the bacterial content of 
the milk, the degree of acidity of the milk be determined; and that 
all milk showing an acidity of more than 0°2 per cent. be condemned. 

(6) That an examination by sedimentation be made, to determine 
the amount of dirt present; and, if found in more than minimum. 
quantity, that such milk be condemned. 


Comyns BERKELEY. 
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GYNAECOLOGY. 


Racemose Cysts of the Ovary. 


JAYLE and Beuper. Lev. de Gynécol. et de Chir. Abd., Sept.—Oct., 
1903. No. 5. 


Tue writers describe a case of this rare variety of ovarian cyst, a 
condition which was first mentioned by Koeberlé in 1878, and first 
accurately described by Olshausen in 1884. The paper is illustrated 
by instructive drawings and a beautiful coloured plate; only 17 
similar cases have been recorded. 

The patient, et. 34, had suffered from abdominal pain for one 
year. At the operation the left ovary was enlarged and contained a 
number of small cysts; the right ovary, together with a mass of 
vesicles—the whole weighing 360 grammes—was removed with some 
difficulty as the tumour was adherent to the uterus. The tumour 
consisted of a mass of vesicles, the largest of which was the size of a 
pear, the majority being much smaller. The vesicles contained a 
highly albuminous fluid, which was serous in some cases but was 
in others viscid. The colour of the fluid varied, there being every 
shade of yellow whilst in many vesicles it was colourless and trans- 
parent; into some of the vesicles haemorrhage had taken place. The 
smaller vesicles looked very like those of a vesicular mole. The 
ovary was indurated and about twice its normal size, and the pedicles 
of the vesicles were inserted into a small area on its posterior surface. 
These pedicles were very thin; to some of them several vesicles were 
attached, to others only a single one. 

The walls of the vesicles were composed of dense connective tissue 
and they were thicker near the pedicle than at the opposite pole. In 
most cases they were so thin that the vesicles were semitransparent. 
Each vesicle was lined by a single layer of cells. In places these 
cells were columnar and ciliated, in other places they were cubical 
and in others again quite squamous. Here and there the surface was 
elevated into little projections, and in parts the epithelium extended 
into the fibrous cyst wall'in the form of glandular tubes. Near the 
pedicle the peritoneal surface of the cysts was lined with a single 
layer of cells continuous with the germ epithelium covering the ovary, 
but elsewhere there was no epithelial covering at all. The authors 
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consider that these vesicles are developed from the germ epithelium 
which covers the ovary and not from the Graafian follicles. 

An abstract of all the 17 recorded cases is given, the last being 
that of Hellier and Smith reported in this Journat August, 1902. 


G. Drummonp Roptnson. 


Primary Blood Cysts of the Ovary. 
Porter. Rev. de Gynécol. et de Chir. Abd., Sept—Oct., 1903. No. 5. 


A patient, et. 17, who had been married three months, had at the 


time when the menstrual period should have occurred, a loss of blood 
which only lasted three hours instead of the usual five days. This 
loss was accompanied by abdominal pain. Nausea and swelling of 
the breasts ensued, and a fortnight later the patient came to hospital 
as she desired to know whether she was pregnant. The uterus was 
somewhat enlarged and a small mass was detected on the right side 
of the pelvis. About a fortnight later there were two losses of blood 
from the vagina, with an interval of two days between them; there 
was also much abdominal pain and the mass in the right posterior 
quarter of the pelvis had increased in size. Extra-uterine pregnancy 
was diagnosed and abdominal section was performed. The left tube 
and ovary were normal, the uterus was enlarged; the right ovary was 
the size of a small hen’s egg and was covered with small cysts con- 
taining a brown fluid. The centre of the ovary was composed of 
three or four large cysts containing blood, and the rest of the organ 
was made up of smaller cysts also containing blood. The connective 
tissue of the ovary was sclerotic and contained many dilated blood 
vessels, the outer layer was particularly thick and dense. There was 
no epithelial lining to the cysts. In the Graafian follicles were 
hemorrhages not only into the follicles but even into the ova, many 
red-blood discs being found actually within the vitelline membrane 
itself. Potier thinks that this was a case of hemorrhage into a 
previously sclerosed ovary, produced by excessive coition, but he does 
not suggest any reason why the other ovary should have escaped a 
similar fate. 

G. Drummonp Rosrnson. 


Omentum, Ascites and Uterine Fibro-Myoma. 
Zentralbl. Gyndkol., No. 46. 


ScHwarRzENBACH turns attention to a condition described by the 
present writer in the third “ Harveian Lecture” (Lancet, Feb. 21, 
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1903), when speaking of adhesions in cases of fibroid. In that lecture 
it was stated that the great omentum is the structure most frequently 
adherent, and that when it is long attached to the fibroid its vessels 
became enormously enlarged, and at the same time its connective 
tissue often atrophies, so that two or three dilated veins and arteries 
run almost bare from the non-adherent upper part of the omentum 
on to the surface of the fibroid. The lecturer had once observed 
a pulsating vessel one-eighth of an inch broad running for quite three 
inches in this manner; it formed a big loop between two points where 
it adhered to the surface of the tumour. In Schwarzenbach’s case 
this condition was very marked, and he lays stress on the fact that 
ascites, a rare complication in uterine fibroid, was also present. 

The patient was a multipara, 30 years old. In 1896 a hematocele 
developed, in 1898 a pedunculated fibroid as big as a foetal head was 
detected ; it proceeded from the fundus of a retroflexed uterus. In 
January, 1899, normal labour occurred. In April, 1901, the patient 
appeared highly cachectic, the tumour had enlarged, and ascites was 
marked. An exploratory incision was made and a remarkable 
condition detected. A number of large blood-vessels, mostly veins, 
ran unsupported from the lower border of the stomach on to the 
surface of the fibroid, excepting a few which ran into the parietal 
peritoneum. Only a few vessels were seen to run in omental tissue. 
Removal of the tumour was considered inadvisable. By September, 
1902, the patient’s condition had changed. The tumour could no 
longer be diagnosed as malignant, for the cachexia had not advanced ; 
on the other hand, the ascites had increased and symptoms of 
obstruction were noted. Once more the abdomen was opened. The 
big vessels were seen as before, but there was no trace of omental 
tissue. After ligature of the vessels, separation of a firm parietal 
adhesion and division of the pedicle the fibroid came away. The 
uterus was gravid, the second month had been reached. Deep under 
pelvic adhesions lay the shrunken remains of the hematocele. 
Though the operation was so complicated, pregnancy continued to 
term. 

Schwarzenbach notes how the omentum had taken on itself the 
abnormal function of nourishing a tumour, at the expense of its 
own tissue which underwent atrophy, as in many cases observed 
by the present writer. Schwarzenbach attributes the presence of free 
fluid in the peritoneum to constant transudation from the omental 
vessels deprived of their natural support. He comments on 
epiplopexy or Talma’s operation, where the omentum is fixed to the 
parietal peritoneum to relieve ascites in cirrhosis, etc.; it appears 
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to him to alter the vascular supply of the affected area by diverting 
blood from the parietes, especially if the superior epigastric arteries 
be tied. It is important to note, however, that when the first 
or exploratory operation was undertaken some of the omental 
vessels ran into the parietal peritoneum, yet ascites existed. Thus 
Schwarzenbach’s theory leads us to suppose that the adhesion of 
of unsupported omental vessels to the parietes has a preciesly opposite 
effect to the adhesion of healthy omentum to the parietes. This case 
is very suggestive. 

Doran. 


The Dangerous Operation of Uterine Curettement. 


Watker (Ety vay ve). New York Med. Journ. and Philadelphia 
Med. Journ., October 10th, 1903. 


Ir is not a pleasant task to assume the attitude of an adverse critic 
toward an operation which is so generally accepted as useful and 
almost positively safe as curettement of the uterine cavity. But 
when a mass of experience is collected which goes to prove that the 
accepted usefulness is limited and its positive safety a dangerous 
delusion, it becomes a duty both to the profession and to humanity 
to strike the solemn note of warning. Thus the author of this paper, 
who then proceeds to discuss the great dangers of curetting. 

Position of the patient. In the ordinary dorsal position the 
anterior vaginal wall falls into view, which makes it impossible to be 
certain that all the folds are obliterated and the sterilising solution 
has reached every part. The proper position is the semiprone with the 
hips a little raised so that the vagina can be properly cleaned and 
the cervix remain covered with the antiseptic solution through which 
dilatation can be carried on. 

Antiseptic solution. Bichloride of mercury should never be used 
in the first flushing, as it coagulates the albuminoids and a covering 
to the vagina results. Use biniodide. 

Rupture of hymen in virgins. Always make a clean cut through 
this membrane, a tear gives a freely absorbing surface, a clean cut 
heals so that in a few days no trace of the operation is visible. 

Use of volsella. This is a dangerous instrument unless properly 
used and made. It must never tear out on drawing down the cervix. 

Dilatation of the cervie. This is a very dangerous step in the 
operation, as the blades of the dilator on separating them so lacerate 
and tear the cervix and uterus that death has often resulted. The 
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best dilator is a graduated uterine sound, but the use of this in 
America appears to be rare. 

Use of the curette. Always use a blunt curette. Sharp curettes 
perforate the uterus, or open up so many lymph spaces that sepsis 
often results. The author also notes that “someone has invented 
what is called an irrigating curette,” and believes this instrument is 
positively dangerous in all cases. The fluid which is delivered by it 
into the uterine cavity may escape into the pelvic cavity through the 
tubes. 

Packing with gauze after the curetting. This is a dangerous 
practice. The secretions are retained and forced back through the 
tubes, setting up an infective salpingitis or perimetritis. 

The author gives notes of three fatal cases and two that nearly 
died as a result of curetting, but does not think that the blame rests 
so much with the operator as with that numerous body of men who 
write gynecological text-books, “stating upon the title pages, for 
what reason it is impossible to understand, that their books are for 
the instruction of the general practitioner. To what extent human 
life is lost or suffering endured that may be traced to these alleged 
gynecologists who write books for the general practitioner, none but 
the recording angel knows.” From all of which it would appear that 
the dangers of curetting are intensified in America. 


Comyns BERKELEY. 


Carcinoma of the Clitoris. 
Bsérxovist. Festchrift gewidmet Otto Engstrém, Berlin, 1903. | 


Carcinoma of the clitoris is a comparatively rare disease. Bjérkqvist 
gives a detailed account of 67 cases which he has collected from the 
literature, and of two cases which were seen in Engstrém’s clinic. 
He discusses the etiology of the condition. Injury, masturbation, 
pruritus and syphilis have been suggested as causes. As regards the 
theory that masturbation is a cause of carcinoma of the clitoris he 
points out that if this were correct we should expect to find this 
disease more commonly in young women. He finds that in 70 per 
cent. of the recorded cases the patients have been over 50 years of 
age. The menopause does not seem to have much influence in its 
causation. 

The diagnosis is sometimes difficult, e.g., when occurring in young 
patients it may be mistaken for a syphilitic lesion. Here a probe- 
excision will clear up the difficulty. The growth is usually, but not 
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always a squamous-celled carcinoma. One case of medullary car- 
cinoma is reported, and three of scirrhus. The symptoms are like 
those of carcinoma of the vulva in general. 

The prognosis is grave. In 20 cases death occurred on an average 
in 15-16 months. 

Operative treatment does not give good results. In 20 cases 
recurrence was noticed before 7 months, on an average. In 20 cases 
death occurred in less than a year after the operation, on an average. 


Henry Rvussett ANDREWS. 


On Methods of Making Abdominal Incisions. 
Miter. Monats. fiir Geburts. und Gyndk. Bd. xviii., Ht. 4. 


Various methods of making abdominal incisions have been tried in 
order to avoid post-operative hernia, and all are agreed that healing 
by first intention and suture in at least three layers are of prime 
importance. The adoption of tier sutures brought down the per- 
centage of ventral hernia in Winter’s clinic from 30 per cent. to 
8 per cent. Incisions made outside the median line through the 
rectus muscle or by opening the rectus sheath and drawing the 
muscle aside before opening the abdomen as practised by Fritsch, 
Werth, Miller, Howitz and others have not resulted in any great 
improvement on Winter’s results. A most important advance, how- 
ever, was made by Kiistner, who made two different incisions at right 
angles to one another, the first being transverse and near the pubic 
hair, going through skin and underlying fascia, the second being 
sagittal and passing through the linea alba into the abdomen after 
pulling the skin incision diagonally apart. In no case has a post- 
operative hernia been recorded after this incision, Kiistner having 
performed it 100 times and more than three-quarters of the cases 
having been examined afterwards. Kuhne, Fellenberg, Straumann 
and others have also reported series of cases without any post- 
operative hernia. Pfannenstiel has lately introduced a still more 
important modification of this crucial incision. His first incision is 
transverse and in or near the pubic hair and goes through skin, 
superficial fascia and fat, and also through the linea alba. The 
second incision at right angles to the first goes through the rest of 
the abdominal wall between the recti muscles. The importance of 
this modification lies in a complete understanding of the method of 
formation of post-operative hernia. The pull of the abdominal 
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muscles is directly outwards from the middle line on the linea alba, 
so that with the old vertical incision, the muscular action constantly 
tends to separate the incised edges of the linea alba, and so tends to 
widen the scar transversely. With the new incision the muscle pull 
is in the line of the scar and so only tends to bring the edges closer 
together. The sutures in this method are placed in three tiers, first 
peritoneum and recti together, then linea alba, and finally skin, the 
last two of course being in the transverse direction. Naturally the 
application of this method of opening the abdomen is somewhat 
limited; Pfannenstiel gives as indications the following :—(1) 
Inflammatory lesions of the appendages in which conservative opera- 
tion are to be employed; (2) displacements of uterus, retroflexio- 
uteri fixata and mobilis without descent, in which pessary treat- 
ment fails; (3) recent cases of extra-uterine gestation; (4) medium 
sized ovarian cysts and small myomata. Out of 200 cases only one 
hernia followed, and in this case there was not healing by first inten- 
tion, as suppuration of the wound and necrosis of the fascia followed 
an operation upon a case of severe adnexal suppuration. Only three 
of the patients died, one from embolism and two from peritonitis. 
Pfannenstiel’s incision must be preferred to Kiistner’s on account of 
the above-mentioned advantage in the former with regard to the pull 
of the abdominal muscles. In Kiistner’s method there is nothing to 
prevent the widening of the scar in the linea alba by the muscular 
pull because the incision is made vertically in the linea alba. 


Tuos. G. STEVENS. 


Spinal Analgesia. 


GreeLey (James T.). Annals of Gynecology and Pediatry, October, 
1903. Vol. xvi., No. 10. 


Tue author discusses very fully the method of producing analgesia 
by sub-arachnoid injections of cocaine, giving the history of the 
treatment from its first introduction and comes to the following 
conclusions :— 

1. Sub-arachnoid injections of cocaine produce a perfect analgesia 
of all sub-diaphragmatic portion of the body. 

2. The duration of the analgesia is sufficient for all ordinary 
operative measures. 

3. The complications during or after the analgesia are never 
great nor exceedingly painful. 
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4. Age makes no difference, the patients operated on varying 
from 10 to 80. 

5. Any surgical position may be used. 

6. Men stand cocaine better than women. 

The author thinks that for extra-peritoneal operations cocaine 
will replace general anesthesia, but with regard to abdominal work 
he does not feel so sure. He quotes Prof. Tuffier, who has operated 
on 252 cases under spinal analgesia as follows :—“ In all that which 
concerns intra-peritoneal operations, I do not advise medullary 
anesthesia except to those who are accustomed to abdominal surgery. 
When there is no complication, and this is the rule, all is perfect, 
but if nausea and vomiting occur, the operator may be embarrassed. 
In simple operations, such as appendicitis, radical cure of hernia, 
and vaginal hysterectomy, a little nausea and vomiting are of no 
importance, but this-might not be the case in interventions upon the 
liver, stomach and intestines. This is also true of laborious 
abdominal operations—although I have succeeded in all cases of this 
kind and have never met an accident or complication, which inter- 
fered with my operation.” Prof. Tuffier has had six deaths in the 
252 cases, none of which, he states, were in any way due to the 
cocaine. 

The patients complain, after the injection and during the opera- 
tion, in 80 per cent. of the cases, of (1) a slight general malaise, 
accompanied by a sensation of heat or sweating on the face and 
sometimes of thirst, a weight in the epigastrium and a certain 
respiratory anxiety. This state of malaise commences five to eight 
minutes after the injection, and last 10 to 15 minutes. (2) Nausea 
in 30 per cent. of all cases 10 to 15 minutes after the injection. 
Commoner in women. And the following may be some of the effects 
produced upon the different functions :— 


Nervous system. Anal sphincter occasionally relaxed ; sensibility 
to pain abolished, that to heat, cold and contact persists. 


Circulatory system. Pulse usually more rapid and softer than 
normal. 


Respiratory system. Respirations more ample and deeper. 

Complications after the analgesia. Severe headache in 40 per 
cent., lasting till the next day; rise of temperature to 101°F. by the 
8th hour, and returning to normal at the 14th hour, quite independent 
of what operation has been performed. 

Method of injection. The patient sits on a table and bends 
slightly forward. A needle is then directed into the spinal canal 
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one centimetre to the right of the spinous process of the 4th lumbar 
vertebra. When the fluid escapes, and not till then, lcc. of a 
2 per cent. solution of cocaine is slowly injected through the needle. 


Comyns BERKELEY. 


Hand Disinfection. 


Briaes (W. A.). Annals of Gynecology and Pediatry, October, 1903. 
Vol. xvi., No. 10. 


In addition to the ordinary methods of asepsis and antisepsis, the 
author advocates what he designates as aggressive continuous 
antisepsis. This consists in, before applying the rubber gloves, 
which he considers everyone should use, the liberal and thorough 
application of pure oil of cloves to the hands and forearms. The oil 
of cloves is a considerably more powerful antiseptic than pure 
carbolic acid, and protected by the gloves it remains in contact with 


the skin during the entire operation exercising a vigorous and 
continued antiseptic influence. 


Comyns BERKELEY. 


Migration of Silk Ligature into the Bladder after Resection 
and Vesical Implantation of the Ureter. 


Hawsan. Zentralblatt fiir Gynidkologie, 1903. No. 46. 


THE writer removed the uterus for cervical carcinoma which had 
spread into the right parametrium. He adopted Schuchardt’s para- 
vaginal method. Finding the right ureter embedded in growth, he 
resected it, and implanted the central stump in the bladder wall, just 
over the normal ureteral entrance on the right side. The right 
bladder wall was fixed to the right pelvic wall in order to steady the 
point of implantation. The thread by which the ureter was carried 
into the bladder was drawn out through the urethra and fixed to the 
descending pubic ramus, which had been bared in carrying out 
Suchard’s paravaginal section. Eight days after operation the retain- 
ing catheter was removed, and the woman had incontinence, this was 
attributed to a vesico-vaginal fistula. A few days later, as the urine 
was thick and bladder-pain complained of, the cystoscope was used 
and a thread of silk covered with phosphates discovered, this lay 
between the two ureters, rather nearer the right, and another con- 
cretion lay on the right bladder wall. The one silk thread was 
removed and the other disappeared of its own accord! leaving raw 
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granulations where the concretion had been seen. This spontaneous 
disappearence of silk threads carrying concretions Halban has noticed 
before. 

In explaining the presence of the silk in the bladder wall Halban 
assures us that all ligatures he used for the implantation were of 
eatgut; the silk had come from a suppurating sinus in the para- 
metrium and had tracked along until it was in the act of discharging 
itself into the bladder when discovered. The vesico-vaginal fistula 
closed spontaneously and it was attributed to a similar migration of 
silk ligature which escaped without being discovered. 

Wertheim mentions a similar experience with the use of para- 
metric silk ligatures. 

Kapsammer argues that the bladder wall in these cases has been 
caught in the ligature. 

Knauss has shown a large concretion removed from the bladder 
through the anterior vaginal wall. On splitting this open its nucleus 
was found to be a piece of silk. 

There is nothing new in the fact of migration of infected silk 
ligatures nor in a parametric sinus pointing into a viscus, but these 
cases are interesting as constituting a post-operative complication to 
pelvic surgery, which, in English experience, is, to say the least, very 
rare. 

Curuzpert Lockyer. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting, Wednesday, November 4th, 1903, Epwarp Mains, M.D., President, 
in the Chair. 


Dr. Grorcs J. Macurre read a paper on 


Acute Contagious Pemphigus in the Newly Born, 


An abstract of which will be found on p. 549. 


Dr. CuLLincwortu said that one President of the Society after another 
had expressed his regret that so few papers were presented dealing with 
the diseases of the newly-born. He therefore thought that Dr. Maguire’s 
paper should be specially welcomed as helping to vindicate the Society’s 
claim to embrace within its scope the abnormalities and diseases of 
children. Apart from that, however, the paper was in itself an admirable 
one, and showed a capacity, not only for careful and accurate observation, 
but for making clear and painstaking records of such observations. The 
table seemed to supply information on all the essential points and to be 
exactly what such a table should be. Dr. Maguire had certainly added to 
his (the speaker’s) knowledge, and probably to the knowledge of most of 
those who were present. It was interesting to note that in a considerable 
number of the cases the disease had been communicated to elder children 
and to adults. This fact threw some light upon a case of acute pemphigus, 
which he had himself seen in an adult, and which at the time puzzled him 
extremely. With regard to the special micro-organism that had been 
discovered in connection with two of the cases in this remarkable epidemic, 
he could scarcely bring himself to believe that so widely diffused a microbe 
as the staphylococcus pyogenes aureus ought to be regarded as the specific 
source of this particular infection. He was not a bacteriologist, and 
therefore could not speak with authority on this point, but he felt disposed 
to suggest that on further investigation some infective micro-organism of 
a more distinctive character would probably be found associated with this 
disorder. 

Dr. Vincent Dickinson said that a similar epidemic occurred at the 
Foundling Hospital at Parma in 1901-2, and was described by Dr. Pasini 
at great length in the Giornale /taliano delle malattie venere e delle pelle 
of this current year. The clinical histories of 14 cases were given, most 
of which ended fatally; examination of the blood showed a marked 
leucocytosis, especially in mononuclear cells, pointing either to altered 
chemiotaxis or to efforts of defence on the part of the subject against 
pathogenic agents. The cases pointed indubitably to the conclusion that a 
specific organism was the exciting cause, and that there was no relation 
between this disease and syphilis. The speaker thought that the primary 
mode of infection was not through the umbilical scar, which only became 
infected later through the discharge from the bulle, general systemic 
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infection with a fatal result then occurring, as shown by Dr. Maguire’s 
cases. The fact that adults became infected also pointed to the same 
conclusion. 

Dr. J. M. H. MacLeop, after thanking Dr. Routh for giving him the 
opportunity of being present to hear Dr. Maguire’s lucid and scientific 
report, referred to a few points which had been raised in the paper. 
He remarked on the increasing rarity of this affection at the present time 
compared with its prevalence a few years ago, and believed this to be due 
to the better antiseptic precautions taken in lying-in institutions and 
elsewhere. He agreed with the speaker that the disease was due to 
infection by a pathogenic micro-organism, but disputed his conclusion that 
the specific microbe was the staphylococcus pyogenes aureus, believing 
it to be a streptococcic infection due to the streptococcus pyogenes or a 
variant of it. He pointed out that unless special methods were employed 
in taking cultivations from the skin, and especially from the contents of 
vesicles or bulle, cultures of staphylococci would invariably be obtained. 
He described a method devised by Sabouraud in Paris, in which the 
contents of the bulle were aspirated into a sterile pipette containing 
ascitic fluid, after sterilising the skin and the pipette incubated for 
48 hours at 37 degrees Centigrade. By this means Dr. MacLeod had 
obtained pure cultures of streptococci in a fatal case of pemphigus 
neonatorum. He referred to the relation of this disease to impetigo 
contagiosa, and reminded the Fellows that the initial lesion of the latter 
disease was a vesicle, and that the infective agent was now generally 
believed to be the streptococcus pyogenes and not the staphylococcus, as was 
once thought. He noted the occasional occurrence of impetigo contagiosa 
in the same family as pemphigus neonatorum. He referred also to the 
close relationship of the disease to the acute pemphigus of adults. With 
reference to Dr. Maguire’s notes on the umbilicus as the seat of infection, 
the speaker believed that in a large number of cases the inoculation did 
take place there, but that it might occur on any abrasion of the skin, and 
mentioned a case in which the mucosa of the lip was the site of infection. 
With reference to differential diagnosis, he believed that there was no 
great difficulty in distinguishing this affection from the “so-called” 
congenital syphilitic pemphigus, for various reasons, which he detailed, 
but he considered that it might more readily be confused with the rarer 
bullous affection known as “epidermolysis bullosa hereditaria,” the 
pathology of which was absolutely different, in that it was not due to a 
microbe, but was essentially a condition of excessive vulnerability of the 
skin, in which even slight traumatism resulted in the formation of flaccid 
bulle, and was probably caused by an instability of the vaso-motor system 
of the skin, analogous to that which is present in factitious urticaria. 

Dr. Peter Horrocks thought there could be no doubt that pemphigus, 
as well as many other skin lesions and illnesses, were commoner in the 
newly-born in former times than at present, owing to the want of surgical 
asepsis on the part of the attendants. He considered the paper a scientific 
contribution to the elucidation of the cause of a rare condition, but he did 
not think the “ staphylococcus ” was the culprit, neither did he think with 
Dr. MacLeod that it was the streptococcus, because both these microbes 
were so prevalent that it was exceedingly difficult to get rid of them from 
one’s hands. After as thorough a sterilisation as possible the staphy- 
lococcus albus could be found under the nails. Hence he thought 
pemphigus neonatorum would be common, instead of rare, if either of 
these microbes was the cause of it. Probably it was due to some other 
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microbe, or else if due to one or both of the above-mentioned germs, there 
must be another factor necessary, which other factor was rarely present. 
He asked if any of the mothers were ill at all, and if they nursed the 
infants. 

Dr. Macurrg, in reply, said that the disease was one confined to the skin 
in the majority of cases, and was without symptoms of systemic invasion ; 
where this took place the umbilical scar was always previously involved, 
and the cases ended fatally. It seemed fair, therefore, to conclude that 
this was the channel by which a simple skin disease became a grave general 
disorder. Replying to Dr. Horrocks, he said that all the mothers were 
healthy, with one exception, nor had this woman any grave disease. All 
the infants were breast-fed. 

Dr. W. H. B. Broox (Lincoln) showed an Ovarian Cyst which had made 
its way between both broad ligaments, separating the peritoneum from the 
uterus, the cecum, and the sigmoid flexure of the colon. The history of 
the case was as follows:—E. B., 56, unmarried, was admitted into the 
Lincoln County Hospital on April 6th, 1903, for an abdominal tumour, 
which she had noticed since the previous December. She presented all the 
signs of an ovarian cystoma. The uterus was freely movable and appeared 
normal. On April 11th the abdomen was opened and the tumour removed. 
It proved to be an ovarian cystoma, one large cyst containing 23 pints of 
thick ovarian fluid with two small loculi. The base of the cyst, which 
appeared to have originated in the left ovary, extended between the layers 
of the broad ligaments from one side of the pelvis to the other, passing 
behind and above the uterus, which was buried in the cyst. The peritoneum 
was stripped off the sigmoid and the cecum, so that the cyst wall was in 
direct relation with these, two large layers of vessels spreading over its 
surface from the meso-sigmoid and meso-cecum. The vermiform 
appendix lay on the upper part of the cyst. As it was impossible to 
separate the base of the cyst, its wall was cut through, and the remaining 
portion sutured to the abdominal wound and drained. The fundus of the 
uterus and a subperitoneal fibroid projected into the cyst. This fibroid was 
cut away, and caused no trouble. The patient made an uneventful 
recovery. A section of the cyst wall consisted of ovarian tissue, and 
showed old corpora lutea. A second section showed the tube stretched out 
in the cyst wall, its lumen containing a few flattened out rug, and its 
walls consisting of unstriped muscle, arranged in bundles cut across and 
obliquely. 

The case was discussed by Dr. Lewers, Mr. Tarcert, Mr. Maucotm and 
the PRESIDENT. 

Dr. E. A. Barton, in showing a specimen of Fetus Compressus, pointed 
out that the ovum was passed 10 hours after the normal delivery of an 
eight months’ living child. The woman had married twice, by her first 
husband having three single children, by the second three sets of twins, 
besides a single child and a miscarriage. There was no history of twins 
on either side or syphilis. The foetus measured 7em. by 3cm., but only 
5em. thick, and appeared macerated. The cord was 10cm. long by lem. 
thick. The placenta was 75cm. by 6°4cm., but only thick. It 
appeared normal to the naked eye, though the ovum had remained in utero 
five months. On section the placenta showed marked degeneration of 
chorionic villi, and also in a less degree the decidual cells. 

Dr. Lewers and Mr. Matcotm showed specimens of cases of Fztra- 
Uterine Futation, and these were discussed by Dr. Horrocks, Dr. 
and Dr. Herman, 
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BRITISH GYNACOLOGICAL SOCIETY. 


Meeting, November 12th, 1903, Dr. Herwoop Suitu, President, in the 
Chaar. 


Dr. F. A. Purcetn showed a Large Multilocular Ovarian Cyst which, 
with its viscid contents, weighed 22°5lb. The patient, a married 
but childless woman of 33, had only noticed the tumour for four months, 
and till one year before the operation had been in good health ; then, after 
amenorrhea for fourteen weeks, she had a profuse thin sanguineous 
and offensive discharge which, ceasing abruptly, was succeeded by 
; menorrhagia. She made an uneventful recovery. 
} Dr. Beprorp Fenwick read notes of a case of Ovarian Pain which, in 
spite of all kinds of treatment in and out of hospitals, had persisted for 
ten years to the serious detriment of the patient’s bodily and mental 
condition. She was completely relieved by odphorectomy. The ovaries, 
to the naked eye, appeared almost normal, but sections shown by means 
of the epidiascope demonstrated that they were riddled with cysts, and 
if that the remaining stroma and capsules were sclerotic. 
i Dr. Inauis Parsons said that so far from odphorectomy being too 
ti frequently resorted to, as was supposed to be the case some years ago, 
i the pendulum had, he thought, swung too far in the opposite direction ; 
when the general condition of a patient was deteriorating under severe 
i ovarian pain in the absence of hysteria and neurotic symptoms and after 
4 fair trial of other treatment, any enlargement of the ovaries justified their 
removal. 
: Dr. G. R. Hopcson reminded the Society of the case reported by him 
last year, in which painful symptoms that had persisted for seventeen 
years were completely relieved by removal of the ovaries. 

The PresipENT said that even when some pain persisted after the 
operation in such cases, perhaps from the inclusion of a nerve in the 
ligature of the stump, it generally disappeared in time. 

The PrestpENnT demonstrated, with the epidiascope, in a section of the 
remarkable tumour exhibited by him at the last meeting of the Society, 
calcareous degeneration in a fibroid of the uterus. 

Dr. G. R. Hopson read notes of a successful operation upon an 
Incarcerated and Irreducible Femoral Hernia in a woman. The hernia 
had existed for twelve years, but had been kept up by a truss, and, 
though it was asserted that it had only descended a few days before the 
operation, was extensively adherent. 

Dr. Inciis Parsons read notes of a radical operation by which he 
had cured a Ventral Hernia. The first operation for the relief of the 
hernia had been united in a single layer, and he laid much stress on 
the excision of the whole of the fibrous ring uniting the layers of the 

_ abdominal wall and the uniting of these layers each to each. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNA:COLOGICAL 
SOCIETY. 


Meeting held at the Medical Institution, Liverpool, Friday, October 16th, 
1903, Dr. J. E. GemmeEwy, President, in the Chair. 


The following card specimens were shown :— 

Dr. J. B. Hetirer (Leeds), AdenoCarcinoma of Fundus and Cerviz 
Utert, removed by abdominal panhysterectomy from a single woman, 
aged 59. 
ae H. Briaes (Liverpool): (1) Large Fibroid, showing the 
impossibility of enucleation, treated by abdominal hysterectomy; (2) A 
Recent Pregnant Decidua in a case in which both Fallopian tubes were 
apparently completely closed ; (3) A Mixed Dermoid (containing hair) and 
a Cystic Adenoma of the Ovary ; (4) A Small Ovum, seven days old, expelled 
in a Decidua ; (5) A Small Fleshy mole in its Decidua. 

Dr. ArTtHuR Watuace (Liverpool): (1) Multilocular Cystoma Ovari 
(twisted pedicle) which contained watery pink fluid ‘esembling a 
weak solution of permanganate of potash ; (2) Corpus Uteri with very large 
Right Hydrosalpinz and Left Pyosalpinz. 

The Presipent showed a series of pen-and-ink drawings illustrative of 
pathological conditions. 

Dr. Buarr (Liverpool) showed West-spring Reels for Silk and 
Catgut Ligatures, with Portable Sterilizer and Container. 


Caszs. 
Dr. Luoyp Roszrts (Manchester) related a case of 


Intra-Uterine Fibroid with Extensive Attachments to the Interior 
of the Uterine Cavity. 


The tumour was attacked per vaginam, and one-third easily removed, but 
the remainder only with difficulty by morcellement. Towards the close of 
the operation the uterus became inverted. Recovery. Two questions were 
submitted: (1) Would it have been better, in view of the fact that the 
operation lasted two hours, if the uterus had been opened per abdomen, 
as for Cesarean section, and the growth enucleated? (2) would it have 
been better to have performed hysterectomy, and removed uterus with 
tumour ? 

Prof. Briaes (Liverpool) had had an experience of over 50 cases of 
vaginal enucleation, exclusive of fibroid polyps. Given accessibility, there 
are two important considerations—(1) the difficulty of enucleation on 
account of bands and columns connecting the fibroid with the tissues of its 
bed ; some fibroids cannot be enucleated in the strict sense ; (2) the shape of 
the fibroid growth rendering morcellement an awkward task. When 
extensive morcellement was needful in large growths a strong probe-pointed 
bistoury effected the work better than scissors, and the bistoury should 
attack the right and left of the tumour alternately so as to reduce the 
growth to a chain-like mass which would descend like a cork-screw. It 
was an error in manipulation to attack the lower portion of the growth 
and leave the upper half like an inverted full basin. The whole growth 
should be divided freely by the bistoury passed from side to side deeply. 
Hemmorhage from the uterine envelope could be controlled completely by 
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traction on the tumour. The operation, as described by Dr. Lloyd Roberts, 
was often difficult and tedious, but the surgical means were justified by 
the success ensured by free drainage and the absence of unnecessary 
division or sacrifice of the patient’s tissues. 

After some remarks by the Presipent, Dr. Luoyp Rosezrts replied. 
Prof. W. J. Srncuair (Manchester) related a case of 


Czsarean Section successfully Performed for the Third Time on 
the Same Woman. 


The previous operations have been reported. On this occasion the foetus 
lay transversely. The incision opened the peritoneum a little, and there 
was some trouble from hemorrhage afterwards. The patient made a good 
recovery. 

Dr. Natuan Raw (Liverpool) remarked that he had himself performed 
Cesarean section twice and embryotomy once on the same patient. He 
commented on the difference observed by different operators with regard to 
utero-parietal adhesion. Dr. Sinclair seemed to invite adhesion, but the 
speaker was not sure that there was any advantage to be gained by such 
a procedure. He was glad to know that Dr. Sinclair held the same view 
regarding sterilising patients as he did himself, viz., that it was not part 
of the operation to remove ovaries and tubes. He would go further, and 
say that it was unjustifiable for any operator to sterilise the patient, even 
though she gave her consent. 

Dr. Lioyp Roserts also spoke, and Prof. Srncuarr, in replying, said 
that he always aimed at the production of adhesion of the uterus to the 
abdominal wall by rubbing iodoform over the peritoneum, and by the 
application of pads under a firm binder. Prof. Srncuarr also showed 
photographs illustrating pigmentation of the abdominal scar after 
laparotomy. 

The Preswwent delivered the Annual Address. After reviewing the 
work of the Society during the earlier portion of the session, he proceeded 
to discuss 


The Influence of Environment upon Women in its Relationship to 
Obstetrics and Gynzcology. 


At the outset he contended that for accuracy in diagnosis in diseases of 
women the knowledge of pelvic pathology alone was not sufficient; it was 
necessary to know all about their environment, their social and domestic 
conditions. During the past thirty years, whilst we have been studying 
the pelvis and its contents, the modern march of progress has completely 
altered the conditions and environment of daily life. The young lady of 
thirty year> ago whose attainments were not encouraged too highly and 
whose physical development received only scanty attention, was contrasted 
with the young lady of the present day, who is educated mentally and 
physically that she may be fitted to enter into competition with men in 
order that she may earn her own living if necessary, and, further, that 
she may be able to participate in the outdoor amusements and pastimes of 
men. As a result, women are physically taller, stronger and of better 
physique and mentally sharper and more active. 

He next considered how this had affected parturition, and asserted that 
as a result of the improved development labour in the better classes was 
effected in a much more normal fashion, and that the difficulties of 
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prolonged and tedious labours were now more commonly seen in the shop 
girl and factory lass, who by virtue of their environment were compelled to 
a sedentary life, devoid of outdoor exercise or mental stimulus, and often 
accompanied by an insufficient dietary. The use of forceps had been on 
the wane for some time, and this was due to the better muscular 
development and constitutional condition of the woman, which largely 
obviated the necessity for their use; and also the recognition of the risks 
of injury of the genital passages that even a skilful use of the forceps may 
cause, entailing possibly minor gynecological work subsequently. 

Physical culture is only injurious to women when it is overdone and 
pushed too far; he had never yet met with any abnormal or unhealthy 
pelvic condition due to reasonable exercise. The increased mental stimula- 
tion, whilst tending to give women more control over the nervous system, 
had unfortunately in many instances led to reflex pelvic disturbances 
through over-activity of the nervous system. The intimate relation of the 
generative system to the whole organism was discussed, together with the 
increased frequency of neurasthenia and its resultant want of muscular 
and vaso-motor tone, and its effects in the pelvis. On the question of dress 
a great deal of nonsense had been talked and written—women would have 
to be allowed to work out their own salvation in the matter. The 
introduction of lawn-tennis, cycling and the necessity for partaking in 
outdoor exercises had done more towards their emancipation in this 
direction than anything else. From the physician’s point of view, 
doubtless, many evil effects were produced constitutionally from the effects 
of pressure, weight and the unequal distribution of heat, and these having 
produced ill-health, would secondarily produce pelvic troubles; but from 
the gynecologist’s point of view, with the few exceptions of displacement 
of the pelvic organs from tight-lacing, he had never seen any case of pelvic 
disorder that could be directly attributed to errors in dress. The exciting 
causes of inflammation were infective and of bacteriological origin, not 
exposure to cold, etc., and the importance of strict asepsis in even digital 
examination was therefore emphasised. 

The enormous increase of employment of women in cities was com- 
mented upon, and the fact that the birth-rate had diminished pointed out. 
This diminution was accounted for partially by intention, but at the 
same time the most marked diminution was amongst the class whose 
mental and physical activities are ever increasing, and thus creating 
great demands upon the nervous system, with considerable loss of nervous 
energy, consequently the cause may be natural. 

Our intimate knowledge of the pathology and sequele of pelvic disease 
Opens up to us a large field of work in what may be called preventive 
midwifery and gynecology. Preventive midwifery is largely established 
and understood, and there has been a marked decrease in the puerperal 
mortality since 1881, yet from 1897 to 1900 there has been a slight 
increase in the number of deaths from puerperal fever. Whilst allowing 
the cases of toxemia going on to sepsis which may arise in the best 
conducted practice, possibly having origin in the bowel or kidney, and 
which can never be satisfactorily explained or guarded against, there 
should not be in these days of improved house sanitation and improved 
surgical methods, an increase in the death-rate from puerperal fever. 
The difficulty of getting nurses and students, and even medical men, to 
thoroughly understand applied antisepsis and asepsis in the conduct 
of labour, was dwelt upon, and the suggestion made that the care of the 
hands of the accoucheur was of the greatest importance, and especially 
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the avoidance of direct contact with pus. The use of rubber gloves for 
the protection of the hands whenever attending to the dressing of ulcers 
and wounds, or where examination exposed the hands to contamination, 
was advocated, and stress laid upon the abdominal method of diagnosis 
and examination during labour. With our knowledge of the causal 
relationship between the general constitutional systems and the pelvic 
systems, we should exercise our influence in preventing women from 
becoming pathological. In schools, a little less of algebra, Latin, etc., 
might be advantageously supplemented by suitable instruction in the 
subjects of food and dietetics, the physiology of nutrition, and the effects 
of improper sanitation. By instruction leading to the improvement of 
the individual we shall aid in preserving women for their supreme pur- 
pose, the procreation and preservation of the race, and at the same time 
promote that race to a better standard, mentally and physically. 

Dr. Luoyp Roserts (Manchester) proposed, and Dr. J. B. 
(Leeds) seconded, a cordial vote of thanks to the President for his address. 

The Presipent thanked the Society, and the proceedings terminated. 


EDINBURGH OBSTETRICAL SOCIETY. 


Meeting, November 16th, 1903, Dr. James Ritcniz, President, and 
afterwards Prorsssor Simpson, Vice-President, in the Chair. 


After the Treasurer made his annual statement the following office- 
bearers were elected for the Session:—President, Dr. Brewis; Vice- 
Presidents, Prof. Simpson and Prof. Kynoch; 7'reasurer, Dr. William 
Craig ; Librarian, Dr. Haultain ; Secretaries, Dr. Fordyce and Dr. Lamond 
Lackie ; Editor of Transactions, Dr. Lamond Lackie ; Council, Sir Halliday 
Croom, Dr. Michael Dewar, Dr. Matheson Cullen, Dr. Moorhouse (Stirling), 
Dr. James Ritchie, Dr. J. W. Ballantyne, Prof. Jardine, Dr. Aitchison 
Robertson. 

The retiring Presipent (Dr. James Rircurs) delivered his 


Valedictory Address. 


He gave sketches of the lives and work of the most distinguished Honorary, 
Corresponding and Ordinary Fellows who had died during his term of 
office, and then reviewed the work that had been done in the Society during 
the past two years. 

Dr. Scorr CarMIcHAEL read a paper on 


Leucocytosis in Pelvic Disease. 


The value of leucocytosis was discussed under three heads—(1) As a means 
of differential diagnosis; (2) as an indication for or against operation ; 
(3) as a means of prognosis. For diagnostic purposes it formed a 
valuable aid to determine the presence of suppuration in pelvic exudations 
or in inflammatory conditions of the Fallopian tubes. It served to 
distinguish exudations from non-inflammatory swellings, and a hydro- 
salpinx or tubal gestation from pyosalpinx. As an indication for operation 
a high leucocyte count, especially after the first twenty-four hours of the 
disease, indicated operation in acute cases; and in chronic cases it served 
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also as a valuable sign, although the leucocytosis became less marked the 
more chronic the disease. Further, in many cases the presence of leuco- 
cytosis helped the surgeon to decide whether the operation should be by 
the abdominal or by the vaginal route. As regarded prognosis, cases of 
severe toxemia with a low leucocyte count were almost invariably fatal. 


GLASGOW OBSTETRICAL AND GYNASCOLOGICAL SOCIETY. 


Meeting, in the Faculty Hall, on the 28th October, Dr. J. Niazu Srarx, 
President, in the Chair. 


Dr. Parry demonstrated a Zumour of the Ovary which was composed 
of myomatous tissue and was exceptionally large. He also showed a 
tubercular salpingitis whose removal necessitated the resection of the piece 
of intestine adherent. Part of the caecum and a second piece of small 
intestine had also to be resected. The patient did well. Sections of the 
diseased tube were exhibited. 

Dr. RussELL showed for Dr. Epaar a Myoma of the Ovary and a 
Tumour of the Upper Part of the Rectum and Sigmoid Flexure; also a 
Fibroid Uterus complicated by carcinoma of the cervix. 

Dr. Tzacuer showed for Dr. Curistiz a S¢mple Papilloma of the 
Nipple. The patient was 34 years old. The rarity of such growths was 
remarked upon. 

Dr. RussELL showed for Dr. Ketiy a Fetus from an Extra-Uterine 
Pregnancy. The history of this case was as follows:—There were 
symptoms of ordinary pregnancy. At the end of the third month the 
patient had an attack of severe pain, sickness, etc. This attack was 
repeated in two weeks and again in two months, when foetal movements 
ceased. The foetus was partly macerated and the placenta was 
degenerated. An unruptured tubal pregnancy of the fourth week was 
next exhibited. A minute embryo was found in the amniotic cavity. 
Sections of a primary carcinoma of the ovary with secondary involve- 
ment of the tube and peritoneum were shown. 

Dr. TEAcHER gave a lantern demonstration of chorion-epithelioma and 
allied conditions. 

A series of instruments, principally modifications of the Bossi dilator, 
were exhibited. 
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REVIEWS OF RECENT BOOKS. 


Tumgurs pu Puacenta et TuMEuRS Puacentaires (PLacENTOMES MALINS). 
Par Dr. Paul Briquel, Preparateur d’ Anatomie Pathologique, etc. 
Pp. 620. Paris: C. Naud, 1903. Prix 12 francs. 


It is impossible to over-rate the credit due to Dr. Briquel for the 
enormous amount of laborious literary research of which the above volume 
is the outcome. The time is undoubtedly ripe for a review of the many 
points of interest connected with the development of the placenta, and 
with its pathological departures which have been brought into such 
prominence by the resounding discussions of the last ten years on 
deciduoma malignum, or, as we should now endeavour to write, chorion- 
epithelioma. From a position of neglect and obscurity placental tissue 
has rapidly passed into a place so important that it is likely to prove 
the point of departure for all future theories of tumour formation. The 
clamour of discussion has now sunk to the whisper of unanimity, and 
Dr. Briquel has undoubtedly selected the right moment for crystallizing 
our knowledge, both in fact and hypothesis, in a shape which can be made 
full use of by students of our own and of future times. ~ 

To English readers the title hardly indicates the true scope of the work, 
which comprises five sections dealing with :— 

1. Anatomy and Development of the Foetal and Maternal Placenta. 

2. Connective Tissue Tumours, Moles and “ True Deciduomata.” 

3. Malignant Placentomata. 

4. Malignant Placentomata and Moles in Teratomata. 

5. A Table of 254 Recorded Cases of Malignant Placentomata. 

A bibliography comprising 1,192 references is appended, which is itself 
a monument of industry difficult indeed to be estimated, except by those 
who have themselves attempted a similar task on a small scale. 

Detailed criticism of such an elaborate compilation is impossible; we 
can but select a point here and there to illustrate the author’s method of 
treatment. The discussion which continued for years between rival schools 
of embryologists as to the foetal and maternal origin of the outer layer of 
the chorionic epithelium is well summarised as a preliminary to a singularly 
full and clear statement of the now accepted view of the foetal origin of 
this tissue. While giving full weight to the observations of Catherine 
van Tussenbroek upon a case of ovarian pregnancy, in which she showed 
that no maternal epithelium existed from which the chorionic covering 
could arise, the author lays the chief stress upon the now well-established 
observations which prove that the outer plasmodial layer is produced 
by transformation from the deep or cellular layer of Langhan’s. 
Kastschenko first noticed that placental tissue contained polynucleated 
plasmodia, which he thought were in process of resolution into Langhan’s 
cells. Ten years later Kossman and Ulesko-Stroganowa also described 
transition forms between the plasmodial and cellular layers, but in 1899 
Spuler definitely proved, by actual observation of the process (his figures 
are reproduced by Briquel), that the plasmodial layer is formed by cell 
fusion and vacuolation from the cells of Langhan’s layer, the process being 
really the reverse of that conceived by Kastschenko. No embryological fact 
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is now more conclusively established than this, which has been the source 
of so much discussion in the past. 

The subject of Malignant Placentoma or chorionepithelioma is very 
fully treated, the discussion of it occupying all but the first 170 pages of 
the volume. No fuller or more discriminating history of the great 
controversy has been written than that of Dr. Briquel; he takes us in easy 
stages from Sanger to Gottschalk, from Gottschalk to Marchand, and from 
Marchand to Schlagenhaufer. Individual consideration is also given to 
work by German and French writers; those of other languages, being in a 
marked minority, are considered together. In a separate section the cases 
of primary chorionepithelioma remote from the uterus are carefully 
collected and tabulated, and the mechanism of embolism is accepted as the 
explanation of their localisation in distant parts. In the case of primary 
vaginal growths the mechanism is that of “venous retrograde embolism,” 
a process favoured by the marked venous stasis of the lower part 
of the trunk which accompanies pregnancy. 

It appears to us to be somewhat unfortunate that Dr. Briquel should 
have elected to apply the term “ Malignant Placentoma ” to this group of 
tumours. The question of nomenclature has, throughout the whole discus- 
sion, been a difficult one, and there can be little doubt that the term 
chorionepithelioma, now in general use, has much to recommend it, for it 
indicates both the normal tissue affected and the epithelial type of the new 
formation. “Malignant Placentoma” is unsatisfactory because, on the 
one hand, it fails to indicate the epithelial type of the tumour, while, on 
the other hand, reference to the placenta is inaccurate, in view of the fact 
that in so many cases the growth arises from a vesicular mole, which by 
no extension of terms can be called placenta. 

Of “tumours” of the placenta, in the ordinary acceptation of the word, 
there is little to be found in this volume, a circumstance readily explained 
by the consideration that little or nothing is known of them. Their rarity 
is sufficiently indicated by the fact that the author has only been able to 
collate 52 cases, and of these some date back to the 1&th century. All 
were of connective tissue type, and are gathered together under the term 
Angiofibromyomata. By “true deciduoma” is meant a tumour which 
reproduces the structure of the decidua of pregnancy; seven such cases 
have been collected by the author. 


LeurBucn DER GyNniKoLociz. Max Runge, Professor of Midwifery and 
Gynecology and Director of the University “ Frauen-Klinik” at 
Gottingen. Second edition; pp. 480. Berlin: Springer, 1903. 
Price 10 marks. 


Since the first edition of this text-book only appeared in 1901, it must 
have a widespread popularity for a second edition to be necessary but two 
years later. The predictions as to its popularity and usefulness have thus 
been more than fulfilled, and it can be most cordially recommended to those 
conversant with the German language as a thoroughly scientific and 
practical work on diseases of women. The omission of chapters on the 
anatomy of the genital organs is to be commended, and gives the author a 
free hand to plunge at once into his subject. The present edition has been 
brought thoroughly up to date; among other subjects we note particularly 
the relation of endometritis to acute infectious diseases, the modification 
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of the abdominal incision introduced by Pfannenstiel (supra-symphysial 
transverse incision), new modifications in the operations for fibroids, 
of the uterus, and a good discussion on the relative value of the abdominal 
route for carcinoma of the fundus as compared with the vaginal route. 
Several of the illustrations are new, and all have been carefully revised and 
improved where necessary. A perusal of the book shows that the work of 
the past two years has been carefully considered, and all that has been 
worthy of record is to be found in it. 


De L’INonpatTion PéR1TONEAL DANS LES GROSSESSES EcTOPIQUES. 
Docteur Moise Aquinet. Paris: G. Steinheil, 1903. 


Par Le 


A.tHouGH the title of this Thesis would lead one to suppose that it dealt 
exclusively, with the subject of intra-peritoneal hemorrhage caused 
by ectopic pregnancy, such is not the case. As a matter of fact, the 
subject of extra-uterine pregnancy and of pregnancy in a rudimentary 
uterine horn is discussed somewhat fully, chapters being devoted to 
“The Normal Development of the Ovum in Ectopic Pregnancy,” “The 
Pathological Development of the Ovum in Ectopic Pregnancy,” “ Peritoneal 
Hemorrhage,” “ Symtomatology,” “ Diagnosis,” “Treatment.” The paper 
is a concise resumé of our present knowledge concerning the more usual 
varieties of extra-uterine pregnancy. At the end an abstract of 113 cases 
of different varieties of extra-uterine pregnancy, reported by various 
observers, is given. 


PUBLICATIONS RECEIVED. 
Tue Editor begs to acknowledge the receipt of the following publications : 

“ De l'Inondation Péritoneale dans les Grossesses Tubaires.” Dr. M. Aquinet. 
Paris: Steinheil. 

“Lehrbuch der Geburtshiilfe.” 7th Edition. Max Runge. Berlin: Julius 
Springer. 

Various Reprints from “ Monats. fiir Geburts. und Gyniikol.” Bd. xvii. 
“*Miinch. Medicin. Wochensch.” 1903. “ Zentralbl. fiir Gynakol.” 
1903. “Archiv fiir Gynakol.” Bd. 68. Dr. Kurt Kamann. 


“Clinica Ostetrica.” Prof. J. La Torre. ‘Archives of Pediatrics.” 
Dr. Irving Snow. 


“Statistics on Tuberculosis (Medico-Psychological Association of Great Britain 
and Ireland).” 


“Pathologie und Therapie der Rachitis.” Dr. Wilhelm Stoeltzner. Berlin : 
Karger. 


““Mauual of Midwifery.” W. E. Fothergill. Hdinburgh: W. J. Clay. 


‘*Text-Book of Obstetrics.” J. Clarence Webster. Philadelphia: W. B. 
Saunders. 


“The Practice of Obstetrics.” J. Clifton Edgar. London: Rebman, Ltd. 
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SUBJECTS. 
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Successfully performed for the third 
time upon same woman, 588 
Calculus, urinary, discharged through 
vaginal wall, 324 
Cancer, directions and avenues through 
which it may possibly be success- 
fully treated and perhaps cured, 
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Causes and prevention of, 236 
Of Fallopian tube, primary, 323 
Developed in perineal rupture, 324 
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Cervix, lacerations of, and their conse- 
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Decidual changes in, 390 
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Deciduoma malignum, 240 
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veloping on a dermoid cyst of, 408 
Carcinoma of the, 577 
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by, 507 
Colpectomy for uterine 
Muller’s method of, 295 
Corpus uteri, carcinoma of, 403 
Cranioclast, atresia after use of, 319 
Credé’s procedure, adherent placenta 
with rupture of uterus during, 397 
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of uterine, 576 
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Obstructing labour, dermoid, 318 


prolapse, 


4 
4 
| 
} 
4 
| 
| 
| 
i 


600 Journal of Obstetrics and Gynecology 


Cyst, ovarian, in a child, acute torsion 
of pedicle, 323 


Fibromyoma of the uterus, successful 
removal of a cystic, 135 


Condition of the blood in cases of} Of the vagina, 220 
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Cystadenoma mucinosum of Ovary, 323 
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toneum covering the Fallopian 
tubes, 335 
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uterine pregnancy, blood, 410 
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Fallopian tube, origin of, 456 
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poisoning, 390 
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Disinfection, hand, 581 
Dwarf, pregnancy in, 488 
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241, 590 
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Endometritis, treatment of, 322 
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Epilepsy, menstrual, 237 
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Exostoses of the pelvis, 509 
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Fallopian tube, primary cancer of, 323 

Feeding of infants, artificial, 501 

Fever, gonorrhceal puerperal, 89 

Fibroid of uterus in girl of 13, 95 

With extensive attachments to the 

interior of the uterine cavity, 587 

Fibroids complicating pregnancy, 
uterine, 491 


Omentum, ascites and uterine, 574 
Feetation, operation for extra-uterine, 
with removal of living foetus, 435, 
512 
Feetus, is its destruction ever a justifi- 
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Antenatal rigor mortis in a post- 
mature, 545 
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Hernia, incarcerated and irreducible, 
586; ventral, 586 

Hungarian Obstetrical and Gynzco- 
logical literature in 1902, 312 
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uteri, 249 
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Selection of methods in abdominal, 

343 
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administration of smal] matutinal doses of Hunyadi Janos. 

At !Labour.—The thorough evacuation of the bowels as labour approaches 
greatly facilitates delivery and promotes the comfort and well-being of the 
parturient. 

During the Puerperium.—The risk of auto-intoxication is minimixed by 

**5°7 the routine use of Hunyadi Janos during the puerperal period. Administered 
in suitable (small) doses it is devoid of any unfavourable action on the secretion 
of milk, and is also a safeguard against constipation in the infant. The 
exhibition of larger and repeated doses will be found useful in checking the 
secretion of milk when lactation for any reason requires to be arrested. 


HUNYADI JANOS is an ideal laxative before and 
after parturition. 


Dose.—A third of a tumbler, or more, taken pure or diluted with ot water, on 
ab empty stomach, prefe srably in the morning 


Proprietor :—ANDREAS SAXLEHNER, Budapest. 


ADVERTISEMENTS. 


An Ideal Product 


FOR HYPODERMIC 


www w 


(P. D. & Co.) 


ADMINISTRATION. 


ERGOT ASEPTIC is a 

Non-Alcoholic, Steri- 
lized, Active, Permanent, 
Non-Irritating, Preparation 
of Ergot. 


It is issued in hermeti- 
cally sealed bulbs, each con- 
taining one cubic centimetre, 
representing two grammes 
of prime drug. 

* 
Ergot Aseptic (P. D. & Co.) 
IS 
Adjusted to Definite 
Standard 
BY 


Physiological Assay. 


ww ww] Supplied in cases of 6 bulbs at 3/4 per case. 


* * 


Sample Bulb and Litera- 
ture on Request. - - = 


* * 


Telegraphic and Cable Address : 
““CascaRa, LONDON.” 


Detroit, New York, Chicago, &c., U.S.A. 
Sydney, AUSTRALIA. 


.f{ 5940 Bank 
Telephones : { 9201 CENTRAL, 


Walkerville and Montreal, CANADA, 
Simla (Punjaub) INDIA. 
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ADVERTISEMENTS. 


“The Lancet” on 


van 


Cocoa 


“In a recent analysis which 
“we have made, the results 
“distinctly indicate the advan- 
“tage of VAN HOUTEN’S 
“PROCESS of manufacture. 
“Thus this Cocoa yields a 
“maximum proportion of the 
“valuable food constituents of 
“the bean, and what is of more 
“importance still, these are 


“more easy of assimilation and 
“digestion than in Cocoa not 
“so prepared.” 


ADVERTISEMENTS. 


THE BEST FORM OF IRON 


For Anzmics is undoubtedly Bi-Palatinoids of Ferrous Carbonate. 
Actual size open. : 


Actual size closed. 
wow WHAT BI-PALATINOIDS ARE: 


Bi-Palatinoids aré small, soluble cachets of glycerine jujnbe, divided into two chambers 
by an impermeable, soluble septum of the same material. 

Within a few seconds of entering the stomach, the Bi-Palatinoid opens like an oyster by 
the eversion of its two halves, so that the contents are discharged simultaneously, and, in 
the case of the iron and alkali of Blaud’s Pill, these interact and produce the nascent white 
ferrous carbonate within the stomach itself, and recent research has proved this salt to be the 
most readily assimilated of all the compounds of iron. 

Extract from the official report of the Grant’s Committee of the British Medical Association 
for the purposes of scientific research :—‘* Carbonate of iron in the form of the ‘Bi- 
Palatinoid’ Blaud’s Pill, gave the best results compared with other preparations 
of iron containing an equivalent amount of the metal.’’ 

Three favourite formule : 

1. Ferrous Carbonate (equiv. to Pil. Blaud 1). 2. Ferrous Carbonate and Arsenate. 
R Pil. Blaud 1. Sodii Arsenatis Anhyd. gr. 1/32. _ 3. Ferrous Carbonate, Arsenate, and 
Nux Vomica. B Pil. Blaud 1. Sodii Arsen. Anhyd. gr. 1/32. Eat. Nucis Vomice gr. }. 
AWARDED ONLY GOLD MEDAL, INTERNATIONAL MEDICAL CONGRESS. 
Dispensed by all Chemists in any quantity. 


OPPENHEIMER, SON & CO., LTD., 


179, QUEEN VICTORIA STREET, LONDON, E.C. 


Improved Requirements 


Risk of Puerperal Septicemia is reduced to a minimum by using 
Hartmann’s Outfits 


Put up in two sizes - - 21s. and 10s. 6d. 
Containing all the necessary requirements. 


FULL PARTICULARS ON APPLICATION. 


Hartmann’s (Antiseptic) 
Invaluable for Home use 


and when Travelling. (Absorbent) Towelettes. 


From 6d. to 2s. per dozen. 


Hartmann’s Sanitary Sheets, 


For Accouchement, Bed Sores, Operations, &c. 
Perfectly Antiseptic, Clean, and Comfortable. 
The most comfortable appliance for Accouchement ever made. 
Used in the principal Lying-in Hospitals of London, Manchester, Edinburgh, 
Glasgow, &c. 
In 3 sizes: 24” x 18” 26” x 20” 32” x 32” 


Price 1s. 1s. 6d. 2s. 6d. each. 


REDUCED PRICES TO DOCTORS AND NURSES. 
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ADVERTISEMENTS. 


Pettie & Whitelaw, 


43, COMMERCIAL ST., and 9, ROSEMOUNT VIADUCT, 
DUNDEE. ABERDEEN. 


SURGICAL INSTRUMENT MAKERS to the Dundee and Aberdeen Infirmapies, 


Telegraphic Address, ‘‘ Trusses,” Dundee. 
“Telephone 648. 


ENevill’s Forceps, 36s. 
And Milne Murray’s Axis Traction Forceps, 38s. 6d. 


Bozzi’s Dilator, 
£3. 15s. 


Laryngoscope, Leather Case, 32s. Gd. 
With Set of Ear and Nasal Speculas. 


n Leather Case, £1, 10s. 
Special Designs of Instruments carried out in our Workshop. 
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ADVERTISEMENTS 


ENGLISH MADE. 


MIDGLEY’S MEDICATED SOAPS 


Are guaranteed absolutely pure, and do not contain any free alkali, sulphate 
of soda, mineral colouring matter, chalk, resin, tale or sugar. 

The great advantages of using our medicated soaps in the treatment of 
skin diseases, are their great cleanliness, and the ease with which applications 
are made. They are not greasy or messy like ointments. 


COMBINATIONS. 


Alkaline Base. 


No. 1. Ichthyol and Sulphur No. 6. Boracic Acid 
No. 2. Sulphur and Marble No. 7. Silicon 

an No. 23. Silicon and Sulphur 7 
No. 3. Marble Sand Soap No. 25. Sulphur and Camphor 
No. 4. Sulphur Soap No. 33. Mercurial Sulphur 
No. 5. White Birch Tar 

Superfatted Base. f 

No. 8 White Rose Soap No. 18. Naphthol and Sulphur 
No. 9. Sulphur No. 19. Sulphur, Camphor, and 
No. 10. Ichthyol Balsam Peru 
No. 11. White Birch Tar and No. 20. eel 

Sulphur No. 21. ite Precipitate 
No. 12. Corrosive Sublimate No. 24. Heliotrope 
No. 13. ae No. 28. Cold Cream and Oat- 
No. 14. Creolin meal 
No. 15. Ichthyol and Tar No. 30. Naphthol 
No. 16. Menthol No. 31. Creolin and Sulphur 
No. 17. = and Eucalyp- 

us 


NEW COMBINATIONS. 
Superfatted Base. 


No. 29. Formaldehyde Soap. No. 45. Sulphur and Carbolic 
No. 39. Ichthyol and Salicylic Acid Soap 
Acid Soap No. 34. Nicotine Soap 


No. 27. Biniodide of Mercury (Alkaline Base). 


Special Note.—MIDGLEY’S MEDICATED SOAPS are reserved exclusively 
for the use of the medical profession, and are not advertised to the public in any way. 


When ordering Medicated Soaps specify ‘‘ MIDGLEY.” 


CHAS. MIDGLEY LIMITED, 


PHARMACEUTICAL CHEMISTS, 
23, St. Ann’s Square, MANCHESTER. 


Printed and Published by Sherratt & Hughes, 59, Long Acre, London, W.C, ° 
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